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instances. however, these reactions may persist after discontinuation of treatment 
with perphenazine 


Persistent tardive dyskinesia: As with all antipsychotic agents, tardive dyskinesia 
may appear in some patients on long-term therapy or may appear after drug therapy 
has been discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (eg, protrusion of tongue, puffing of cheeks, pucker- 
ing of mouth, chewing movements) Sometimes these may be accompanied by invol- 
untary movements of extremities. There is no known effective treatment for tardive 
dyskinesia; antiparkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discontinued if these symp- 
toms appear. Should it be necessary to reinstitute treatment, or increase the dosage of 
the agent, or switch to a different antipsychotic agent, the syndrome may be masked 
It has been reported that fine vermicular movements of the tongue may be an early 
sign of the syndrome and if the medication is stopped at that time the syndrome may 
not develop 

Allergic reactions: erythema, pruritus, urticaria, eczema, anaphylactoid reac- 
tions, and local and generalized edema. In extremely rare instances, individual idiosyn- 
crasy or hypersensitivity to phenothiazines has resulted in cerebral edema, circulatory 
collapse, and death. Photosensitization, asthma, and exfoliative dermatitis have also 
occurred in patients treated with phenothiazines 

Autonomic reactions: blurred vision, dry mouth or salivation, nasal congestion, 
nausea, vomiting, hypertension, tachycardia, hypotension, anorexia, urinary frequency 
or incontinence, and constipation. Significant autonomic effects have been infrequent 
in patients receiving less than 24 mg. perphenazine daily 

Other reactions: endocrine disturbances (lactation, gynecomastia, galactorrhea, 
disturbances in the menstrual cycle), headaches, mild insomnia, altered cerebrospinal 
fluid proteins, ECG abnormalities, reactivation of psychosis, paradoxical excitement, 
paranoid-like reactions, catatonia, and systemic lupus erythematosus-like syndrome 
Hypnotic effects appear to be minimal, particularly in patients who are permitted to 
remain active. The following adverse reactions, though rare, have also been reported 
to be associated with perphenazine treatment: agranulocytosis; jaundice; hyperpig- 
mentation of the skin; grand mal convulsions; failure of ejaculation; hyperglycemia. 

Side effects with intramuscular TRILAFON /njection have been infrequent and 
transient. Dizziness or significant hypotension after treatment with TRILAFON /njection 
IS a rare occurrence. November, 1972 
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THE ONLY TRICYCLIC 
ANTIDEPRESSANT AVAILABLE 
IN A 100-MG. CAPSULE 
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DOXE 


1100 MG. 
CAPSULES 






HCI 


May be of particular value in clinica 
depression/anxiety with 
accompanying sleep disturbances. 


BRIEF SUMMARY 

Sinequan® (doxepin HC!) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animal re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
lowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior tc the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Although Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 


Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutic agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen. This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d. is recommended. Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg./day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg. of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional information available on request. 


Ga» LABORATORIES DIVISION 
PFIZER INC 
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TROUBLE 
FALLING ASLEEP... 





HOURS 1 2 


Dalmane (flurazepam HCI) 


- Irouble within 17 minutes 
sle e ing means nir irum iba." 
different things 
to different .......... 


] "trouble sleeping" usually describe difficulty 


DCOD falling asleep. Conversely, the over-fifty insomnia 


eee patient more often complains of frequent, 
lengthy awakenings —or of early morning awakening. 

This composite sleep profile characterizes the three most common 
forms of insomnia. 
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TROUBLE TROUBLE 
STAYING ASLEEP... SLEEPING LONG ENOUGH... 








Dalmane (flurazepam HCl) Dalmane (fluraz 


provides sleep provides sleep 

with fewer awakenings for 7 to 8 hours 

... without repeating dosage during the ...on average? with infrequent morning 
night^? Dalmane and warfarin may be "hang-over" and relative safety. In elderly 
used concurrently without risk of and debilitated patients, initial dosage 
unacceptable fluctuation in prothrombin should be limited to 15 mg to preclude 
time. oversedation, dizziness and/or ataxia. 


the benefits of 


Dalmane 
(urazepamHUl) |. 


One 30-mg capsule h.s. — usual adult dosage _ ti 
(15 mg may suffice in some patients). pez 
One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 


emp ei Mean "" When restful sleep - 
1s indicated 











All 





Sleep research . 
laboratory clinical 
studies confirm 
the effectiveness 


of Dalmane 
(flurazepam HUI) 


when restful sleep 
Is indicated 


m Patients fell asleep 
faster 


m Slept longer 
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Before prescribing Dalmane (flurazepam 
HCl), please consult Complete Product 
Information, a summary of which follows: 


Indications: Effective in all types of insomnia 
characterized by difficulty in falling asleep, 
frequent nocturnal awakenings and/or early 
morning awakening; in patients with recurring 
insomnia or poor sleeping habits; and in 

acute or chronic medical situations requiring 
restful sleep. Since insomnia is often transient 
and intermittent, prolonged administration is 
generally not necessary or recommended. 


Contraindications: Known hypersensitivity 
to flurazepam HCI. 


Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazardous 
occupations requiring complete mental alert- 
ness (e.g., operating machinery, driving). 
Use in women who are or may become preg- 
nant only when potential benefits have been 
weighed against possible hazards. Not 
recommended for use in persons under 15 
years of age. Though physical and psycho- 
logical dependence have not been reported 
on recommended doses, use caution in 
administering to addiction-prone individuals 
or those who might increase dosage. 


Precautions: In elderly and debilitated, initial 
dosage should be limited to 15 mg to preclude 
oversedation, dizziness and/or ataxia. If 
combined with other drugs having hypnotic 
or CNS-depressant effects, consider potential 
additive effects. Employ usual precautions 

in patients who are severely depressed, or 
with latent depression or suicidal tendencies. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. Observe usual precautions in 
presence of impaired renal or hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in elderly 
or debilitated patients. Severe sedation, 
lethargy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported were 
headache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occurrences 


of sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, 
hallucinations, and elevated SGOT, SGPT, 
total and direct bilirubins and alkaline 
phosphatase. Paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
have also been reported in rare instances. 


Dosage: Individualize for maximum beneficial 
effect. Adults: 30 mg usual dosage; 15 mg 
may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCl. 
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PRISONERS OF PSYCHIATRY | 
Mental Patients, Psychiatrists, and the Law 


September 27 and 28, 1974 Bruce J. Ennis 


introduction by Thomas Szasz 


Montreal 


SYMPOSIUM: 


THE LATENCY CHILD — 
DEVELOPMENTAL AND | 
THERAPEUTIC ISSUES E ry wets 


Mental tiiness Litigation Project. He is the only lawyer in the 
United States to devote full time to bringing test case litiga- 
tion on behalf of mental patients. 
" : ‘ : : His book, PRISONERS OF PSYCHIATRY, is a shocking indictment of | 
Allan Memorial Institute and McGill University judicial neglect and psychiatric injustice. It attacks fuil- 
force the involuntary confinement and involuntary treatment of 
the mentally ill. |t deals with the basics: What rights must 
people who are declared mentally incompetent relinquish? And, 
Is there a point at which mental patients become incapable of 
making decisions for themselves? 
For information write to: The people Ennis writes about are all involved in the same 
struggle — to get others to take them seriousiy. 
it's an important struggle. One that we hope this 
journals readers will share. $1.45 


Conferences & Special Events, 


McGill University, 
3587 University Street, ge DISCUS BOOKS 
Montreal, Quebec H3A 2B1 . fg Avor Books Education Dept. 959 Eighth Avenue New York, N.Y. 10019 





The American Journal of Psychiatry 


The July 1974 issue will feature 


Presidential Papers: 1974 and 
Franklin Chu: “The Nader Report: 


One Author's Perspective," along with 
Three Invited Comments 
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ANTABUSE: ‘Social security” 
for the alcoholic who wants 
to stop drinking.. 















The temptation is resisted. 
ANTABUSE (disulfiram) rep- 
resents the security the alco- 
holicneedsinanysituation. He Ga 
is better able to abstain from “™ 
drinking because he knows the 
consequences of taking “even one. 


until psychiatric support 


can do the rest 
i Undoubtedly it will take 
| considerable time for 
psychotherapy to help ! : 
the chronic alcoholic. So 
As a psychiatrist, you mm 
have undoubtedly 

: selected the patients 
who are best motivated to stay with 
ANTABUSE while you attempt to deal with 
the underlying emotional problems. And, 
of course, you know the importance 
of reminding patients of the serious 
consequences of drinking while on 
ANTABUSE. 

Once sober, and well into treatment, (of | 
the alcoholic, at your discretion, can par- O e ol 
ticipate in a total treatment program Len 
which makes use of various sup- 
portiveresourcesinthecommunity % 
In the meantime, ANTABUSE can help 
the chronic alcoholic abstain from drinking. 
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BRIEF SUMMARY 

(For full prescribing information, 

see package circular.) 

ANTABUSE ' (disulfiram) in Alcoholism 
INDICATION: ANTABUSE is an aid inthe manage- 
ment of se ee chronic alcoholic patients who 
o and psychotherapeutic treatment 
may be applied to best advantage. (Used alone, 
without proper motivation and without suppor- 


&- tive therapy, ANTABUSE is not a cure for alco- 


holism, and it is unlikely that it will have more 
than a brief effect on the drinking pattern of the 
chronic alcoholic.) 


CONTRAINDICATIONS: Patients who are re- 
ceiving or have recently received metronidazole, 
paraldehyde, alcohol, or alcohol-containing 
preparations, e.g. cough syrups, tonics, and the 
like, should not be given ANTABUSE. 


ANTABUSE is contraindicated in the presence of 
severe myocardial disease or coronary occlusion, 
psychoses, or hypersensitivity. 


re i rnm nnn 


WARNINGS: ANTABUSE should never be 


| administered to a patient when he is in a state 
j 
i 





of alcohol intoxication or without his full 
knowledge. 


The physician should instruct relatives 


| accordingly. 


The patient must be fully informed of the 
ANTABUSE-a!icohol reaction. He must be strongly 
cautioned against surreptitious drinking while 
taking the drug, and he must be fully aware of 
possible consequences. He should be warned to 
avoid alcohol in disguised form, i.e. in sauces, 
vinegars, cough mixtures, and even aftershave 
lotions and back rubs. He should also be warned 
that reactions may occur with alcohol upto 14 
days after ingesting ANTABUSE. 


THE ANTABUSE-ALCOHOL REACTION: 
ANTABUSE pius alcohol, even small amounts, 
produces flushing, throbbing in head and neck, 


throbbing headache, respiratory difficulty, nausea, 


copious vomiting, sweating, thirst, chest pain, 
palpitation, dyspnea, hyperventilation, tachycar- 
dia, hypotension, syncope, marked uneasiness, 
weakness, vertigo, blurred vision, and confusion. 
In severe reactions there may be respiratory 
depression, cardiovascular collapse, arrhythmias, 
myocardial infarction, acute congestive heart 
failure, unconsciousness, convulsions, and death. 


The intensity of the reaction varies with each 
individual, but is generally proportional to the 
amounts of ANTABUSE (disulfiram) and alcoho! 
ingested. Mild reactions may occur in the sensi- 
tive individual when the blood alcohol concentra- 
tion is increased to as little as 5 to 10 mg. per 

100 cc. Symptoms are fully developed at 50 mg. 
per 100 cc., and unconsciousness usually results 
when the blood alcohol level reaches 125 to 

150 mg. 


The duration of the reaction varies from 30 to 60 
minutes toseveral hours in the more severe cases, 
or as long as there is alcohol in the blood. 


DRUG INTERACTIONS: Disulfiram appears to 
decrease the rate at which certain drugs are me- 
tabolized and so may increase the blood levels 
and the possibility of clinical toxicity of drugs 
given concomitantly. 


Disulfiram should be used with caution in those 
patients receiving diphenyihydantoin and its con- 
geners, since toxic levels of these antiepileptic 
agents have been reported during concomitant 
disulfiram therapy. 


it may be necessary to adjust the dosage of oral 
anticoagulants upon beginning or stopping 
disulfiram, since disulfiram may prolong pro- 
thrombin time. 


Patients taking isoniazid when disulfiram is given 
should be observed for the appearance of un- 
Steady gait or marked changes in mental status and 
the disulfiram discontinued if such signs appear. 


CONCOMITANT CONDITIONS: Because of the 
possibility of an accidental ANTABUSE-aicoho! 








reaction, ANTABUSE (disulfiram) should be used 
with extreme caution in patients with any of the 
following conditions: diabetes mellitus, hypothy- 
roidism, epilepsy, cerebral damage, chronic and 
acute nephritis, hepatic cirrhosis or insufficiency. 


USAGE IN PREGNANCY: The safe use of this drug 
in pregnancy has not been established. There- 
fore, ANTABUSE (disulfiram) should be used 
during pregnancy oniy when, in the judgment of 
the physician, the probabie benefits outweigh 

the possibie risks. 


PRECAUTIONS: It is suggested that every pa- 
tient under treatment carry an Identification Card, 
stating that he is receiving ANTABUSE and de- 
scribing the symptoms most likely to occur as a 
result of the ANTABUSE-aicohol reaction. In ad- 
dition, this card should indicate the physician or 
institution to be contacted in emergency. (Cards 
may be obtained from Ayerst Laboratories upon 
request.) 


Alcoholism may accompany or be followed by 
dependence on narcotics or sedatives. Barbitu- 
rates have been administered concurrently with 
ANTABUSE (disulfiram) without unioward effects, 
but the possibility of initiating a new abuse should 
be considered. 


Base line and follow-up transaminase tests (10-14 
days) are suggested to detect any hepatic dysfunc- 
tion that may result with ANTABUSE therapy. In 
addition, a complete blood count and a sequen- 
tial multiple analysis-12 (SMA-12) test should be 
made every six months. 


ADVERSE REACTIONS: (See Contraindications, 
Warnings, and Precautions.) 


Occasional skin eruptions are, as a rule, readily 
controlied by concomitant administration of an 
antihistaminic drug. 


Ina small number of patients, a transient mild 
drowsiness, fatigability, impotence, headache, 
acneform eruptions, allergic dermatitis, ora 
metallic or gariic-like aftertaste may be ex- 
perienced during the first two weeks of therapy. 
These complaints usually disappear spon- 
taneously with the continuation of therapy or 
with reduced dosage. 


Psychotic reactions have been noted, attrib- 
utable in most cases to high dosage, combined 
toxicity (with metronidazole or isoniazid), or to 
the unmasking of underlying psychoses in patients 
stressed by the withdrawal of alcohol. 


There have been reports of polyneuritis and pe- 
ripheral neuritis, and rare instances of optic 
neuritis. One case of cholestatic hepatitis has 
been reported, but its relationship to ANTABUSE 
has not been unequivocally established. 


DOSAGE AND ADMINISTRATION: ANTABUSE 
(disulfiram) should never be administered unti! 
the patient has abstained from alcohol for at leas: 
12 hours. 


INITIAL DOSAGE SCHEDULE: In the first phase of 
treatment, a maximum of 500 mg. daily is given 
in a single dose for one to two weeks. Although 
usually taken in the morning, ANTABUSE may 

be taken on retiring by patients who experience 

a sedative effect. Alternatively, to minimize, or 


ANTADUSE 


HMO DISULARAM 


eliminate, the sedative effect, dosage may be 
adjusted downward, 


MAINTENANCE REGIMEN: The average mainte- 
nance dose is 250 mg. daily (range, 125 to 500 
mg.) it should not exceed 500 mg. daily. 


NOTE: Occasional patients, while seemingly on 
adequate maintenance doses of ANTABUSE 
(disulfiram), report that they are able to drink 
alcoholic beverages with impunity and without 
any symptomatology. All appearances to the con- 
trary, such patients must be presumed to be dis- 
posing of their tablets in some manner without 
actually taking them. Until such patients have 
been observed reliably taking their daily 
ANTABUSE tablets (preferably crushed and well 
mixed with liquid), it cannot be concluded that 
ANTABUSE is ineffective. 


DURATION OF THERAPY: The daily, uninterrupted 
administration of ANTABUSE must be continued 
until the patient is fully recovered socially and a 
basis for permanent self-controi is established. 
Depending on the individual patient, maintenance 
therapy may be required for months or even years. 


TRIAL WITH ALCOHOL: During early experience 
with ANTABUSE, it was thought advisable for each 
patient to have at least one supervised alcohol- 
drug reaction. More recently, the test reaction nas 
been largely abandoned. Furthermore, such a 

test reaction should never be administered to a 
patient over 50 years of age. A clear, detailed, 

and convincing description of the reaction is feit 
to be sufficient in most cases. 


However, where a test reaction is deemed neces- 
sary, the suggested procedure is as follows: 


After the first one to two weeks' therapy with 

500 mg. daily, a drink of 15 cc. 04 oz.) of 100 
proof whiskey or equivalent is taken slowly. This 
test dose of alcoholic beverage may be repeated 
once only so that the total dose does not exceed 
30 cc. (1 oz.) of whiskey. Once a reaction develops, 
no more alcohol should be consumed. Such tests 
should be carried out only when the patient is 
hospitalized, or comparable supervision and 
facilities, including oxygen, are available. 


MANAGEMENT OF ANTABUSE (DISULFIRAM)- 
ALCOHOL REACTION: In severe reactions, 
whether caused by an excessive test dose or by 
the patient's unsupervised ingestion of aicoho!, 
supportive measures to restore blood pressure 
andtreat shock should be instituted. Other recom- 
mendations inciude: oxygen, carbogen (95 per 
cent oxygen and 5 per cent carbon dioxide), 
vitamin C intravenously in massive doses (1 Gm.), 
and ephedrine sulfate. Antihistamines have also 
been used intravenously. Potassium levels should 
be monitored particularly in patients on digitalis 
since hypokalemia has been reported. 


HOW SUPPLIED: No. 809 — Each tablet (scored) 
contains 250 mg. disulfiram, in bottles of 100. 
No. 810 — Each tablet (scored) contains 500 mg. 
disulfiram, in bottles of 50 and 1,000. 


AYERST LABORATORIES Ayerst. 


New York, N. Y. 10017 | 
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ICCO, CI YIVO 


The psychiatric settin g.. Change, growth, and insight can flourish in this private and as 
E i " place, for seldom is the doctor-patient relationship more meaningful than 
and the role of TRIAV rm in this psychotherapeutic setting. There are situations and stages, 
however, when time and talk are not enough... when the careful use of a 
psychotropic agent such as TRIAVIL can help accelerate recovery. 
Specifically, when TRIAVIL is part of the treatment program, you may 
anticipate these important therapeutic benefits: 


The TRIAVIL Potential 1. By relieving moderate to severe anxiety or agitation with depression, 

the patient may become more accessible and cooperative. 

2. As somatic manifestations of anxiety and depression are controlled, atten- 
tion may be focused on the underlying factors of the condition. 

3. While the psychotherapeutic process proceeds, symptomatic relief may 
enable the patient to function more effectively in his daily activities. 

In addition, since TRIAVIL combines a tranquilizer with an antidepressant, 

confused and troubled patients need remember to take only one type 

of tablet, rather than two. And patients are offered economical therapy 

compared to a tranquilizer and an antidepressant prescribed separately. 


‘Treatment with TRIAVIL Tablets TRIAVIL are available in four different combinations affording 
"e flexibility and individualized dosage adjustment. Close supervision of 

— à balanced view. patients is essential, particularly unti satisfactory SEO has taken place. 
Suicide is inherent in any depressive illness so patients should not have 
easy access to large quantities of the drug. The drug may impair alertness 
and potentiate the response to alcohol. It should not be used during 
the acute recovery phase following myocardial infarction or given to 
patients who have received an MAOI within two weeks. TRIAVIL should 
be used with caution in glaucoma and in patients prone to urinary 
retention. Itis contraindicated in CNS depression and in the presence of 
evidence of bone marrow depression. 


a tranquilizer — 
antidepressant 
a potential aid in the psychotherapeutic process 


] riavil when patients exhibit moderate to marked anxiety 
or agitation with depression 


containing perphenazine and amitriptyline HC] 





MSD 
ERCK For additional prescribing information, 
MERGE please turn to the following page. 


when patients exhibit moderate to marked anxiety or agitation with depression 


o or: Each tablet contains 
riąavi mE 4 mg. perphenazine and 
25 mg. amitriptyline HC! 


a formulation particularly suited to psychiatric practice when higher doses are required. 


Also Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg. perphenazine and 25 mg. amitriptyline HCI 


TRIAVIL® 2-10: Each tablet contains 
2 mg. perphenazine and 10 mg. amitriptyline HC! 


TRIAVIL.® 4-10: Each tablet contains 
4 mg. perphenazine and 10 mg. amitriptyline HCI 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL * 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual in- 
crease in dosage until optimum response is achieved. Not 
recommended for use during acute recovery phase following myo- 
cardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. Patients with cardiovascular dis- 
orders should be watched closely. Tricyclic antidepressants, includ- 
ing amitriptyline HC), particularly in high doses, have been reported to 
produce arrhythmias. sinus tachycardia, and prolongation of conduc- 
tion time. Myocardial infarction and stroke have been reportec with 
tricyclic antidepressant drugs. Close supervision is required for hy- 
perthyroid patients or those receiving thyroid medication. Caution pa- 
tients performing hazardous tasks, such as operating machinery or 
driving motor vehicles. that drug may impair mental and/or physical 
abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise ex- 
plained, rise in body temperature may suggest individual intolerance 
to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed. as 

its action is blocked and partially reversed by perphenazine. Phen- 
othiazines may potentiate the action of central nervous system de- 
pressants (opiates, analgesics, antihistamines, barbiturates, alcohol) 
and atropine. In concurrent therapy with any of these. TRIAVIL should 
be given in reduced dosage. May also potentiate the action of heat 
and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid e M A seu may have 
an exaggeration of such symptoms. The tranquilizing effect of TRIA- 
VIL seems to reduce the likelihood of this effect. When amitriptyline 
HC! is given with anticholinergic agents or sympathomimetic drugs, 
including epinephrine combined with local anesthetics, close super- 
vision and careful adjustment of dosages are required. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
E. treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
HCI. 

Amitriptyline HCI may enhance the response to alcoho! and the ef- 
fects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCi and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
tion and lowering of blood sugar levels have both been reported 
ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. 
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Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia. acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in el- 
derly patients on high-dose therapy. especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g.. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitu- 
ted, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are sxin disorders (photosensitivity, itching, 
erythema, urticana, eczema, up to exfoliative dermatitis); other al- 
lergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect: hyperglycemia, endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle): altered 
cerebrospinal fluid proteins; paradoxical excitement: hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like ef- 
fect); reactivation of psychotic processes; catatonic-like states; au- 
tonomic reactions, such as dry mouth or salivation, headache. 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate. hypnotic effects; pigmentary retinopathy: cor- 
neal and lenticular pigmentation: occasional lassitude, muscie weak- 
ness. mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia. 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophi- 
lia); liver damage (jaundice, biliary stasis); grand mal convulsions. 
cerebral edema: polyphagia; photophobia: skin pigmentation: and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically Simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension: hy- 
pertension; tachycardia; palpitation, myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Con- 
fusionai states: disturbed concentration; disorientation, delusions: 
hallucinations: excitement. anxiety: restlessness: insomnia; night- 
mares; numbness, tingling, and paresthesias of the extremities: 
peripheral neuropathy; incoordination: ataxia: tremors. seizures. alter- 
ation in EEG patterns; extrapyramidal symptoms. tinnitus. An- 
ticholinergic: Dry mouth; blurred vision; disturbance of 
accommodation; constipation; paralytic ileus; urinary retention, dilata- 
tion of urinary tract. Allergic: Skin rash; urticaria; photosensitization: 
edema of face and tongue. Hematologic: Bone marrow depression 
including agranulocytosis; 'eukopenia; eosinophilia; purpura; throm- 
bocytopenia. Gastrointestinal: Nausea, epigastic distress; vomiting: 
anorexia; stomatitis: peculiar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male: 
breast enlargement and galactorrhea in the female; increased or 
decreased libido: elevatec or lowered blood sugar levels. Other: Diz- 
ziness, weakness; fatigue; headache; weight gain or loss; increased 
perspiration: urinary frequency: mydriasis: drowsiness, jaundice: alo- 
pecia. Withdrawal Symptoms: Abrupt cessation after prolonged ad- 
ministration may produce nausea, headache, and malaise. These are 
not indicative of addiction. 

OVERDOSAGE: Treatmert is symptomatic and supportive. However, 
the intravenous administration of 1-3 mg of physostigmine salicylate 
has been reported to reverse the symptoms of amitriptyline poison- 
ing. On this basis, in severe overdosage with perphenazine-ami- 
triptyline combinations, symptomatic treatment of central 
anticholinergic effects with physostigmine salicylate should be con- 
sidered. 


For more detailed information, consult your MSD 
Representative or see fuli Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 
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Make 
psychiatric 
history! 


Up here in Maine, we're making some of the most exciting 
innovations in America. 

We're the Augusta Mental Health Institute, Northern 
New England's outstanding JCAH — accredited hospital. 
Right now, we need a special breed of Board Eligible or 
Certified Psychiatrists to join us and heip us make history. 
AMHI is a unitized, participatory management institution 
that's already a national model for providing services to 
a rural society. 

We've done a lot already and we're not finished yet. 

We want only flexible, creative types interested in making 
great professional strides in treatment. 

After a 40-hour schedule you can develop a private 
practice. You'll receive all normal state benefits and an 
unusually good retirement plan — even possibility of 
splendid low-cost, on-grounds housing. Salary up to 
$34,543. Want more details about how you can help 


write psychiatric history? Au sta 
Mental Health 
Institute 


Write or phone: Mr. Welsh 
Augusta Mental Health institute 
Augusta, Maine 04330. Phone: 207-622-3751 


AN EQUAL OPPORTUNITY EMPLOYER 





STAFF PSYCHIATRISTS 


Young Adult Institute, Detroit, Michigan, a 
multi-disciplined psychiatric program for 
youths between 16-21 years of age has 
openings for staff psychiatrists. 


Clinical teaching position might be available 
at University level. 


Program has in-patient facility and com- 
munity centers covering Northwest and 


Northeast Detroit and some surrounding 
cities. 


salary from $25,640 to $33,500 per year for 
full time position with an increase in July, 
1974. Excellent fringe benefits. 


Call (313) 224-6882 or write: M. Kemal 
Goknar, M.D., Director Young Adult 
Institute, 1151 Taylor, 4th Floor, Detroit, 
Michigan 48202. 


AN EQUAL OPPORTUNITY EMPLOYER 





What is he trying 
to tell you? 


Quite a lot, according to author and professor 
of psychology Claire Golomb. 

But not necessarily what we have come to 
expect. 

Her study of 300 children, from two fo seven, 
challenges many widely accepted beliefs con- 
ceming children's capacities and intentions in 
their representations of the human figure. 

The first study fo include children’s three- 
dimensional modeling, it is also the onlv one 
that permits the systematic comparison of their 
drawing and modeling. 

The book is richly illustrated with the children's 
drawings and photographs of their sculpture, 


Young Children's 
Sculpture and Drawing 
A Study in Representational Development 
by Claire Golomb 
Foreword by Rudolph Amhein: 
$12.00 


Harvard University Press 
Cambridge, Mass. 02138 


ocus on rapidity of response... 


Antidepressant effect 
ften apparent 
ithin 3 to 5 days 


iid accompanying anxiety—as well as 
ìsychosomatic complaints and other 
lepressive symptoms—usually 
lisappear as the depression lifts. 
Dptimal response in most patients 

ith 50 mg. t.i.d. Adolescents and 
.derly patients often do well 
n lower dosage. 


Yertofrane 


desipramine hydrochloride) 
n antidepressant that brings ESC x 


PHARMACEUTICALS 








Pertofrane* 


(desipramine hydrochloride) 


Indication: For relief of mental depression. 
Contraindications: Do not use MAO inhibitors concomitantly 
or within 2 weeks of the use of this drug. Hyperpyretic crises or 
severe convulsive seizures may occur with such combinations; 
potentiation of adverse reactions can be serious or even fatal. 
When substituting Pertofrane in patients receiving an MAO 
inhibitor, allow an interval of at least 14 days. Initial dosage in 
such patients should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
following recent myocardial infarction and in patients with a 
known hypersensitivity to tricyclic antidepressants. Warnings: 
Activation of psychosis may occasionally be observed in 
schizophrenic patients. Due to atropine-like effects and 
sympathomimetic potentiation, use only with the greatest care 
in patients with narrow-angle glaucoma or urethral or ureteral 
spasm. Do not use in patients with the following conditions 
unless the need outweighs the risk: severe coronary heart 
disease with EKG abnormalities, progressive heart failure, 
angina pectoris, paroxysmal tachycardia and active seizure 
disorder (may lower seizure threshold). This drug may block 
the action of the antihypertensive, guanethidine, and related 
adrenergic neuron-blocking agents. Hypertensive episodes 
have been observed during surgery. The concurrent use of 
other central nervous system drugs or alcohol may potentiate 
adverse effects. Since many such drugs may be used during 
surgery, desipramine should be discontinued prior to elective 
procedures. Caution patients on the possibility of impaired 
ability to operate a motor vehicle or dangerous machinery. Do 
not use in women who are or may become pregnant, or in 
children under 12 years of age, unless the clinical situation 
warrants the potential risk. Because of increased sensitivity to 
the drug, use lower than normal dosage in adolescent and 
geriatric patients. Precautions: Potentially suicidal patients 
require careful supervision and protective measures during 
therapy. Prescriptions should be limited to small quantities. 
Discontinuation of the drug may be necessary in the presence 
of increased agitation and anxiety shifting to hypomanic or 
manic excitement. Atropine-like effects may be more 
pronounced (e.g. paralytic ileus) in susceptible patients and in 
those receiving anticholinergic drugs (including 
antiparkinsonism agents). Prescribe cautiously in hyperthyroid 
patients and in those receiving thyroid medications; transient 
cardiac arrhythmias have occurred in rare instances. Periodic 
blood and liver studies should supplement careful clinica! 
observations in all patients undergoing extended courses of 
therapy. Adverse Reactions: The following have been 
reported: Nervous System: dizziness, drowsiness, insomnia, 
headache, disturbed visual accommodation, tremor, 
unsteadiness, tinnitus, paresthesias, changes in EEG patterns, 
epileptiform seizures, mild extrapyramidal activity, falling and 
neuromuscular incoordination. A confusional state (with such 
symptoms as hallucinations and disorientation), particularly in 
older patients and at higher dosage, may require 
discontinuation of the drug. Gastrointestinal Tract: anorexia, 
dryness of the mouth, nausea, epigastric distress, constipation 
and diarrhea. Skin: skin rashes (including photosensitization), 
perspiration and flushing sensations. Liver: rare cases of 
transient jaundice (apparently of an obstructive nature) and 
liver damage. If jaundice or abnormalities in liver function tests 
occur, discontinue the drug and investigate. Blood Elements: 
bone-marrow depression, agranulocytosis, thrombocytopenia 
and purpura. If these occur, discontinue the drug. Transient 
eosinophilia has been observed. Cardiovascular System. 
orthostatic hypotension and tachycardia. Carefully supervise 
patients requiring concomitant vasodilating therapy, 
particularly during initial phases. Genitourinary System: urinary 
frequency or retention and impotence. Endocrine System: 
occasional hormonal effects, including gynecomastia, 
galactorrhea and breast enlargement, and decreased libido 
and estrogenic effect. Sensitivity: urticaria and rare instances 
of drug fever and cross-sensitivity with imipramine. 

Dosage: All patients except geriatric and adolescent: 50 mg. 
t.i.d. (150 mg. daily). Dosage may be increased up to 200 mg. 
daily. Geriatric and adolescent patients should usually be 
started with lower dosage (25 to 50 mg. daily) and may not 
tolerate higher doses. Dosage may be increased up to 100 mg. 
daily. Lower maintenance dosages should be continued for at 
least 2 months after obtaining a satisfactory response. Mild 
anxiety and agitation which may accompany depression 
usually remit as the depression responds. Occasionally, 
however, a sedative or tranquilizer may be indicated. How 
Supplied: 25 mg. capsules (pink) and 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000; single-dose 
blister packs, boxes of 500. 


USV Pharmaceutical Corp., Tuckahoe, N.Y. 10707 
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Before prescribing, please consult complete 
product information, a summary of which 
follows: 

Indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other CNS 
depressants. As with all CNS-acting drugs, 
caution patients against hazardous occupations 
requiring complete mental alertness (e.g., 


During the entry phase: 
Librium (chlordiazepoxide HCI) 
helps reduce “anxiety block” 
usually without impairing 


Heightened levels of obstructive anxiety are often 
encountered during the initial stages of psychotherapy. At 
such times, the antianxiety action of Librium can facilitate 
verbal communication and development of productive 
rapport between physician and patient. Since Librium, in 
recommended dosage, does not usually impair the patient's 
mental acuity, it enables him to respond during the vitally 
important introductory sessions. 


During the probe phase: 





without loss of affect 













operating machinery, driving). Though physical 
and psychological dependence have rarely 
been reported on recommended doses, use 
caution in administering to addiction-prone 
individuals or those who might increase dos- 
age; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug 
and similar to those seen with barbiturates, 
have been reported. Use of any drug in preg- 
nancy, lactation or in women of childbearing 
age requires that its potential benefits be 
weighed against its possible hazards. 
Precautions: In the elderly and debilitated, 


Librium (chlordiazepoxide HCI) 
helps relieve excessive anxiety 


As treatment progresses, the psychoneurotic patient 
can often discuss his problems freely up to acertain point. 
But as more disturbing psychic material comes under exami- 
nation, anxiety may again rise sharply, creating resistance 

to further exploration. During this phase, adjunctive use 

of Librium can relieve the excessive anxiety and thus help the 
patient to handle the emotional impact of emerging insights. 
Librium may be administered to reduce anxiety without 
completely extinguishing emotional response. 






LESS C 


and in children over six, limit to smallest effec- 
tive dosage (initially 10 mg or less per day) to 
preclude ataxia or oversedation, increasing 
gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally 
not recommended, if combination therapy with 
other psychotropics seems indicated, carefully 
consider individual pharmacologic effects, 
particularly in use of potentiating drugs such 
as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal 
or hepatic function. Paradoxical reactions (e.g., 
excitement, stimulation and acute rage) have 


an i ty nh ses----sy-ir-th vany 











been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual 
precautions in treatment of anxiety states with 
. evidence of impending depression; suicidal 
. tendencies may be present and protective 
measures necessary. Variable effects on blood 
coagulation have been reported very rarely in 
patients receiving the drug and oral anticoagu- 
lants; causal relationship has not been estab- 
lished clinically. 

` Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the elderly 
and debilitated. These are reversible in most 


During the termination phase: 
Librium (chlordiazepoxide HCI) helps 
ease separation anxiety 


The knowledge that he will soon be essentially "on his 
own” may cause a resurgence of the patient's original 
excessive anxiety. If indicated, Librium may be a valuable 
adjunct for a limited period. Its antianxiety effect may help 
the patient to become better able to act constructively, 

to apply his hard-won insights. In all stages of psychotherapy, 
once anxiety has been reduced to manageable levels, Librium 
should be discontinued. 





instances by proper dosage adjustment, but 
are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has 
been reported. Also encountered are isolated 
instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipa- 
tion, extrapyramidal symptoms, increased and 
decreased libido—all infrequent and generally 
controlled with dosage reduction; changes in 
EEG patterns (low-voltage fast activity) may 
appear during and after treatment; blood 
dyscrasias (including agranulocytosis), jaun- 
















a 
® 
Ibrium eee. 


(chlordiazepoxide HCI) 


up to 100 mg daily in severe anxiety 





occasionally, making periodic blood counts an 
liver function tests advisable during protractec 
therapy. 

Supplied: Librium® Capsules containing 
5 mg, 10 mg or 25 mg chlordiazepoxide HCI. 
Libritabs® Tablets containing 5 mg, 10 mg or 
25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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She just doesn’t respond to 
things. No interest. No energy. 
Discouraged. 

It may be mild depression. 
She needs help...and she needs it 
now 


Counsel and reassurance 
may suffice. But if you decide 
supportive medication is indi- 
cated, Ritalin ean offer prompt 
benefit. 











Ritalin usually begins to act 
with the very first dose...boosts 


spirits and brightens mood...helps 
the patient get moving again. And 
Ritalin is generally well tolerated, 


even by older and convalescent 
patients. However, Ritalin should 


not be used for severe depression. 


When Ritalin works, one 
prescription may be enough... 
to help provide an answer to mild 
depression. 


® 


(methylphenidate) 


helps the patient 
respond in mild depression 


Ritalin® hydrochloride € 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences-National 
Research Council and/or other information, 


FDA has classified the indication as follows: 
"Possibly" effective: Mild depression 

Final classification of the less-than-effective 
indications requires further investigation. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since 
Ritalin may aggravate these symptoms. Also 
contraindicated in patients known to be 
hypersensitive to the drug and in patients with 
glaucoma. 


WARNINGS 

Ritalin should not be used in children under 
Six years, since safety and efficacy in this age 
group have not been established. 

Sufficient data on safety and efficacy of long- 
term use of Ritalin in children with minimal 
brain dysfunction are not yet available, 
Although a causal relationship has not been 
established, suppression of growth (ie, weight 
gain and/or height) has been reported with 
long-term use of stimulants in children. 
Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depres- 
sion of either exogenous or endogenous origin 
or for the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in 
patients with or without prior seizures; with or 
without prior EEG abnormalities, even in 
absence of seizures, Safe concomitant use of 
anticonvulsants and Ritalin has not been 
established. H seizures occur, Ritalin should 
be discontinued, 

Use cautiousiy in patients with hypertension. 
Blood pressure should be monitored at appro- 
priate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 


*This drug has been evaluated as possibly effective for this indication. See briet prescribing informaticn. 





guanethidine. Use cautiously with pressor 
agents and MAO inhibitors, Ritalin may inhibit 
the metabolism of coumarin anticoagulants, 
anticonvulsants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, and 
tricyclic antidepressants (imipramine, des- 
ipramine). Downward dosage adjustments of 
these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during pregnancy 
have not been conducted. Therefore, until 
more information is available, Ritalin shouid 
not be prescribed for women of childbearing 
age unless, in the opinion of the physician, the 
potential benefits outweigh the possible risks. 
















Drug Dependence 
Ritalin should be given cautiously to emo- | 
tionally unstable patients, such as those 
with a history of drug dependence or | 
alcoholism, because such patients may 
increase dosage on their own initiative. | 


Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, espe- 
cially with parenteral abuse, Careful super- 
vision is required during drug withdrawal, 
since severe depression as well as the 
effects of chronic overactivity can be 
unmasked. Long-term follow-up may be 
required because of the patient's basic 
personality disturbances, 















PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 
are advised during prolonged therapy. 


ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are usually 
controlled by reducing dosage and omitting 

the drug in the afternoon or evening. Other 
reactions include: hypersensitivity (including 
skin rash, urticaria, fever, arthralgia, exfoliative 


dermatitis, erythema multiforme with 
histopathological findings of necrotizing 
vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; olood pres- 
sure and pulse changes, both up and down: 
tachycardia; angina; cardiac arrhythmia; 
abdominal pain; weight loss during prolonged 
therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not 
been established, the following have been 
reported in patients taking this drug: leuko- 
penia and/or anemia; a few instances of scalp 
hair loss. 

in children, loss of appetite, abdominal pain, 
weight loss during protonged therapy, insomnia, 
and tachycardia may occur more frequently; 
however, any of the other adverse reactions 
listed above may also occur. 


DOSAGE AND ADMINISTRATION 

Aduits 

Administer orally in divided doses 2 or 3 times 
daily, preferably 30 to 45 minutes before 
mesis. Dosage will depend upon indication 
and individual response. 

Average dosage is 20 to 30 mg daily. Some 
patients may require 40 to 60 mg daily. In 
others, 10 to 15 mg daily will be adequate, The 
few patients who are unable to sleep if medica- 
tion is taken iate in the day should take the 
last dose before 6 p.m. 


HOW SUPPLIED 

Tablets, 20 mg (peach, scored}; bottles of 100 
and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-pak blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 

500 and 1000. 

Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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TRICLOS 


(triclofos sodium) 


POSSIBLY THE CLOSEST THING TO NORMAL SLEEP 


Triclos® (triclofos sodium) is the newest member of a class 

of hypnotics with over a 100 year record of safety and usefulness. 
Recent clinical studies show that patients on Triclos fall asleep 
rapidly and that sleep is well-maintained.! Because sleep induction 
is rapid and of moderate duration there is little hangover. 


Side effects are minimal. In these studies it was observed that tolerance 


did not develop. Triclos is not a barbiturate or methaqualone. 


DOES NOT DISTURB NORMAL SLEEP STAGES 


Normal periods of dreaming sleep (REM) and deep sleep (Stage 4), 
as measured by electroencephalographic studies, are altered by 

many drugs.” The exact clinical significance of these changes is unknown. 
However, it is thought that REM sleep and Stage 4 deep sleep are 

of special importance to sleep's restorative value — since REM sleep 
has been related to restorative functions in the brain and Stage 4 
deep sleep to processes of tissue renewal and repair.? 


MANY HYPNOTICS REDUCE THE DURATION OF 
DREAMING AND/OR DEEP SLEEP: 


flurazepam reduces Deep Sleep 
methyprylon reduces REM sleep 


glutethimide reduces REM and Deep Sleep 
barbiturates reduce REM and/or Deep Sleep 


methaqualone reduces REM sleep 


TRICLOS DOES NOT DISTURB THESE STAGES OF SLEEP 
thereby providing a closer approximation of normal sleep. 


References: 1. Data on file at Lakeside Laboratories. 


2. Hartmann, E., Biological Psychiatry; 


1:243-258 (1969). 


3. Haider, I. and Oswald, I.; British Med. J.; 3:318-322; (May 9) 1970. 


4. Kales, A 


IN BRIEF 


INDICATIONS: Triclos is a hypnotic agent 
useful in the treatment of insomnia. 


CONTRAINDICATIONS: Triclos is contra- 
indicated in patients with marked renal or 
hepatic impairment and in patients known 
to be sensitive or allergic to chloral hy- 
drate or triclofos sodium. 


WARNINGS: Drug Dependency: Triclos 
may be HS aeu rke Drug interactions: 


concomitantly aned Dy 
monitoring p 


thrombin tin time ne with adjustment. oF enti, $ 


throm ulant do e is advised. 





.5 Sleep Physiology and Pathology; p. 333-335; J. B. Lippincott; 1969. 


Most insomnias will be of brief duration 
and therefore long term chronic adminis- 
tration of Triclos is neither advised nor 
recommended. If treatment is prolonged, 
periodic blood counts are advised. 


ADVERSE REACTIONS: The following un- 
mi in ia thing Ta nava peen in 
patien g Triclos: dache, 

over, ,drowsi ness, gastrointedtnsi > i 
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Get through to | 
the core of schizophrenia 
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In controlled studies, Serentil was found to... 

* substantially reduce the severity of thought 
disorder core symptoms (conceptual disorganiza- 
tion, hallucinatory behavior) 

e substantially reduce the severity of associated 
symptoms (emotional withdrawal, blunted affect, 
suspiciousness) 

* substantially reduce the severity of anxiety and 
tension 

e beeffective in both acute and chronic schizophrenics 

* benefit many chronic patients refractory to previous 
medication 


Tablets, Concentrate and I.M. forms for dosage 
flexibility: Serentil is available in I.M. and liquid 
concentrate forms as well as four tablet strengths. 
serentil offers the appropriate dosage form for 
acute as well as routine administration. 


Versatile in practice: Wide dosage range and 
availability in three dosage forms make Serentil 
useful for hospital administration through outpatient 
follow-up. 





...Hemarkably low 
incidence of 
adverse reactions 
when compared 
with other 
phenothiazine 
compounds: * 


Adverse reactions are less likely with Serentil than 
with other phenothiazines. However, in prescribing 
Serentil, please observe the same precautions as 
with other phenothiazines, including awareness of 
all adverse reactions observed with them. 


e Side effects are usually mild or moderate 

* Except for tremor and rigidity, adverse reactions 
are usually found in patients receiving high doses 
early in treatment 

e Low incidence of Parkinson's Syndrome 

* Drowsiness and hypotension are the most prevalent 
side effects encountered 


Serentil 


(mesoridazine) 


as the besylate 





* Please see last page of ad for brief summary of full prescribing information, incli uding 
contraindications, precautions and adverse reactions. 
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Get through to the 
core of schizophrenia 


Indication: Schizophrenia. 


Contraindications: Severe central nervous system depression, 
comatose states and hypersensitivity to the drug. 


Warnings: Administer cautiously and increase dosage gradually 
to patients participating in activities requiring complete mental 
alertness (e.g., driving). The safety of this drug in pregnancy has not 
been established; hence it should be given only when the antici- 
pated benefits exceed the possible risk to mother and fetus. Not 
recommended for use in children under 12 years of age since safe 
conditions for this use have not been established. Phenothiazines 
are Capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and 
phosphorus insecticides. 


Precautions: Ocular changes have been seen with other pheno- 


thiazines but, to date, have not been related to mesoridazine. Because 
of possible hypotensive effects, reserve parenteral administration for 


bedfast patients or acute ambulatory cases, and keep patient lying 
down for at least one-half hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. A 
Single case of transient granulocytopenia has been associated with 
mesoridazine. Patients receiving anticonvulsant medication should 
be continued on that regimen while receiving mesoridazine to 
prevent possible convulsive seizures. As with most medications. 
the dosage of mesoridazine should be adjusted to the needs of 


the individual and the lowest effective dosage should always be used. 


Adverse Reactions: Mesoridazine has demonstrated a remarkably 


low incidence of adverse reactions compared with other 
phenothiazine compounds. Drowsiness, Parkinson's syndrome, 
dizziness, weakness, tremor, restlessness, ataxia, dystonia, rigidity, 
Slurring, akathisia, motoric reactions (opisthotonos). Dry mouth, 
nausea and vomiting, fainting, stuffy nose, photophobia, constipa- 
tion and blurred vision have occurred. Inhibition of ejaculation, 
impotence, enuresis, incontinence. Itching, rash, hypertrophic 
papillae of the tongue and angioneurotic edema. Hypotension, 
tachycardia, EKG changes. The following reactions have occurred 
with phenothiazines and should be considered: miosis, obstipation, 
anorexia, paralytic ileus. Erythema, exfoliative dermatitis, contact 
dermatitis. Agranulocytosis, leukopenia, eosinophilia, thrombocyto- 
penia, anemia, aplastic anemia, pancytopenia. Fever, laryngeal 
edema, angioneurotic edema, asthma. Jaundice, biliary stasis. 
Changes in terminal portion of the EKG, including prolongation of 
the Q-T interval, lowering and inversion of the T wave and appear- 
ance of a wave tentatively identified as a bifid T or a U wave have 
been observed with phenothiazines, including mesoridazine. These 


Serentil 


mesoridazine 


as the besylate 





Now Available Only 
From Boehringer Ingelheim Ltd. 
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appear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence that these changes are 
in any way precursors of any significant disturbance of cardiac 
rhythm, several sudden and unexpected deaths apparently due to 
Cardiac arrest have occurred in patients showing characteristic 
electrocardiographic changes while taking the drug. While pro- 
posed, periodic electrocardiograms would appear to be of ques- 
tionable value as a predictive device. Hypotension, rarely resulting 
in cardiac arrest has also been noted. Akathisia, agitation, motor 
restlessness, dystonic reactions, trismus, torticollis, opisthotonos, 
oculogyric crises, tremor, muscular rigidity, akinesia. 


AS with all antipsychotics, tardive dyskinesia may appear on long- 
term therapy or after long-term therapy is discontinued. Risks seem 
to be greater in elderly patients on high dose therapy, especially 
females. Discontinue all antipsychotic agents if the symptoms 

of tardive dyskinesia syndrome appear. (See full prescribing 
information for description of the symptoms of the tardive 
dyskinesia syndrome.) 


Menstrual irregularities, altered libido, gynecomastia, lactation, 
weight gain, edema, false positive pregnancy tests. Retention, 
incontinence. Hyperpyrexia, behavioral effects suggestive of a 
paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses and toxic confusional states. Following 
long-term therapy, a peculiar skin-eye syndrome marked by 
progressive pigmentation of areas of the skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and cornea 
Systemic lupus erythematosus-like syndrome. 


How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and 100 mg. 
mesoridazine (as the besylate); bottles of 100. Ampuls: 1 cc.[25 
mg. mesoridazine (as the besylate).] Inactive ingredients: disodium 
edetate, U.S P., 0.5 mg.; sodium chloride, U.S.P., 7.2 mg.; carbon 
dioxide gas (bone dry) q.s.; water for injection, U.S.P., q.s. to 

1 cc.; boxes of 20 and 100. Concentrate: 25 mg. mesoridazine 

(as the besylate) per cc. Amber glass bottles of 4 fl. oz. (163A 1/74) 


For complete details, please see the full prescribing information. 
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THE NATION'S PSYCHIATRISTS— 
1970 SURVEY 


prepared by 
Franklyn N. Arnhoff, Ph.D. 
and 


A. H. Kumbar 


In this report, the survey data are organized under five general categories. 


ere pies Phe APA oC VA MINH ppt ee e nif 


1. Supply Characteristics describes the survey sample in terms of its total number 
and the percent of response, APA members as well as the number who were in 
training and those psychiatrists with less than three years’ training. It gives data on 
their age, sex, citizenship, race and work status. 


2. The Education and Training of Psychiatrists provides data on the number in the 
sample who graduated from various medical schools by year, the number of years 
in training, whether the respondent is board certified, etc. All data are analyzed 
by sex so that this important dimension can be evaluated directly. Data on country 
of origin of medical school attended are also given for foreign medical graduates. 


3. Professional Activities of Psychiatrists presents analyses dealing with various 
aspects of professional practice: where psychiatrists spend their time, how time is 
allocated, and what they do. 


4. Geographic Distribution of Psychiatrists presents state totals for the identified 
manpower pool, along with ratios per 100,000 population. 


5. The Economic Issues looks at such issues as the source of professional income and 
hours donated. 


38 pages single copy $3.25 
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Please send me copy(ies) of order #233, The Nation's Psychiatrists— 1970 Survey, 
@ $3.25 per copy. (10% discount for 10 copies or more, and 20% for 50 or more). 


Li Bill Me [] Check Enclosed 
(Please Print) 
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Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 674AJP 
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A CHANGE 
FOR THE BETTER S^ 


IN 
CLINICAL DEPRESSION 


Even before optimal 
antidepressant effect becomes 
evident, Sinequan (doxepin HCI) can 
help the clinically depressed patient 
sleep better and feel less anxious. 
That's because Sinequan provides 
orompt sedative activity and marked 
antianxiety relief, in addition to its 
significant antidepressant effect. 

But that's not all. Its incidence of 
cardiovascular effects is low. 
Tachycardia and hypotension are 
infrequent. (Drowsiness is the most 
common side effect.) Moreover, 
Sinequan, unlike other tricyclic 
antidepressants, does not generally 
affect the activity of guanethidine 
and similarly acting compounas at 
usual clinical doses (75-150 mg. per day). ; 


Sinequan—it could mean a change 4 T 


for the better. U ; 



















SINEQ 


DOXEPIN HCI 


25-mg., 50-mg. and new 100-mg. dst 


(See Brief Summary on following page for information on adverse 
reactions, contraindications, warnings and precautions.) 


CED LAPORATORIES DIVISION 
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A CHANGE FOR THE BETTER IN CLINICAL DEPRESSION 








DOXEPIN HCI 


25-mg., 50-mg. and new 100-mg. capsules 


BRIEF SUMMARY 

Sinequan® (doxepin HCi) Capsules 

Contraindications. Sinequan is contraindicated in individuals who have shown 
hypersensitivity to the drug. 

Sinequan is contraindicated in patients with glaucoma or a tendency to uri- 

nary retention. 
Warnings. Usage in Pregnancy: Sinequan has not been studied in the pregnant 
patient. It should not be used in pregnant women unless, in the judgment of 
the physician, it is essential for the welfare of the patient, although animai re- 
productive studies have not resulted in any teratogenic effects. 

Usage in Children: The use of Sinequan in children under 12 years of age is 
not recommended, because safe conditions for its use have not been established. 

MAO Inhibitors: Serious side effects and even death have been reported fol- 
jowing the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with Sinequan. The exact length of time may vary and is 
dependent upon the particular MAO inhibitor being used, the length of time it 
has been administered, and the dosage involved. 

Precautions. Since drowsiness may occur with the use of this drug, patients 
should be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. 

Patients should also be cautioned that their response to alcohol may be 
potentiated. 

Since suicide is an inherent risk in any depressed patient and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy. 

Aithough Sinequan has significant tranquilizing activity, the possibility of 
activation of psychotic symptoms should be kept in mind. 

Other structurally related psychotherapeutic agents (e.g., iminodibenzyls and 
dibenzocycloheptenes) are capable of blocking the effects of guanethidine and 
similarly acting compounds in both the animal and man. Sinequan, however, 
does not show this effect in animals. At the usual clinical dosage, 75 to 150 mg. 
per day, Sinequan can be given concomitantly with guanethidine and related 
compounds without blocking the antihypertensive effect. At doses of 300 mg. 
per day or above, Sinequan does exert a significant blocking effect. In addition, 
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Sinequan (doxepin HCl) was similar to the other structurally related psycho- 
therapeutíc agents as regards its ability to potentiate norepinephrine response 
in the animal. However, in the human this effect was not seen, This is in agree- 
ment with the low incidence of the side effect of tachycardia seen clinically. 
Adverse Reactions. Anticholinergic Effects: Dry mouth, blurred vision, and 
constipation have been reported. They are usually mild, and often subside with 
continued therapy or reduction of dose. 

Central Nervous System Effects: Drowsiness has been observed. This usu- 
ally occurs early in the course of treatment, and tends to disappear as therapy 
is continued. 

Cardiovascular Effects: Tachycardia and hypotension have been reported 
infrequently. 

Other infrequently reported side effects include extrapyramidal symptoms, 

gastrointestinal reactions, secretory effects such as increased sweating, weak- 
ness, dizziness, fatigue, weight gain, edema, paresthesias, flushing, chills, 
tinnitus, photophobia, decreased libido, rash, and pruritus. 
Dosage. For most patients with illness of mild to moderate severity, a starting 
dose of 25 mg. t.i.d, is recommended, Dosage may subsequently be increased 
or decreased at appropriate intervals and according to individual response. 
The usual optimum dose range is 75 mg./day to 150 mg/day. 

in more severely iil patients an initial dose of 50 mg. t.i.d. may be required 
with subsequent gradual increase to 300 mg./day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding à dose of 300 mg./day. 

in patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients have 
been controlled on doses as low as 25-50 mg./day. 

Although optimal antidepressant response may not be evident for two to three 

weeks, antianxiety activity is rapidly apparent. 
Supply. Sinequan is available as capsules containing doxepin HCI equivalent 
to 10 mg., 25 mg., 50 mg., and 100 mg, of doxepin in bottles of 100, 1000, and 
unit-dose packages of 100 (10 x 10's). 

More detailed professional intormation available on request. 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 





The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 









The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC lI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


L  ——— ———————— —— M 


Double insulation, shielded power supply, grounded three wire cord, to meet present and 
future OSHA requirements. 


———— — VY——————————— A DD MM MM 
For more detailed information, and bibliography of over 200 references, write to: 
REUBEN REITER, Sc.D., INC. 187 Sylvan Ave. Leonia, N.J. 07605 — Tel. (201) 944-1211 
Visit Booth C-7 at the Annual Meeting 
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ELAV I 


(AMITRIPT YLINC HCIIMSD) 
useful in many 
therapeutic settings 





In the psychiatrist's office. Whatever other ther- 
apeutic facilities have been developed, the psychi- 
atrist's office still represents the setting in which the 
psychoanalytic process recognizes its fullest poten- 
tial. Frequently, however, an antidepressant must be 
employed to foster a working therapeutic relation- 
ship. With effective symptomatic relief often pro- 
vided by ELAVIL (Amitriptyline HCl, MSD), 
depressed patients may be able to concentrate on 
underlying factors instead of somatic manifestations. 





In the general hospital. The general hospital 
today usually provides a psychiatric unit where 
depressed patients may be treated. Here, too, the 
symptomatic relief ELAVIL often provides can be 
a valuable part of total treatment. As depressive 
symptoms are relieved, for example, patients may 
take advantage of the therapeutic activities offered 
and, even more important, may be discharged 
sooner and treated on an outpatient basis. 
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In the outpatient clinic. With follow-up treatment 
often necessary for three months or longer, ELAVIL is 
highly effective in maintaining relief, especially in pa- 
tients who responded well to higher doses while hos- 
pitalized. As a result, these patients may continue to 
function in their daily activities. 


In the mental hospital. Here where severely depressed patients present 
challenges for psychiatrist and staff alike, the usefulness of ELAVIL is in- 
creased by the 50-mg tablet that provides the higher doses often required 

and by the injectable form for more rapid effect. 


In the community mental health center. 
Aremarkable innovation in the field of modern 
psychiatry, this center offers a unique setting 
for treating patients with clinically significant 
depression. Here, too, ELAVIL often proves 
ii to be a true asset to the psychiatrist by pro- 
Bus viding highly effective symptomatic relief that 

mui can encourage communication, support the 
psychotherapeutic relationship, and acceler- 
ate the achievement of desired therapeutic 
goals. 
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ELAVIL should not be used during the acute recovery phase following myo- 
cardialinfarction,in patients hypersensitive to it or in those who have 
received an MAOI within two weeks. Since suicide is a possibility in any 
depressive illness, patients should not have access to large quantities of the 
drug. Concurrent electroshock therapy may increase hazards associated with 
such therapy. Patients with cardiovascular disorders should be watched 
closely. The drug may impair mental or physical abilities required in hazard- 
ous tasks and may potentiate the effects of alcohol. 


In many therapeutic settings—one proven antidepressant 


TABLETS: 10 mg, 25 mg, and 50 mg INJECTION: 10 mg per ml 


ELAVIL 
(AMITRIPTYLINE HCILMSD) 


For a brief summary of prescribing information, please see following page. 
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ELAVIL 


[AMITRIPTYLINE HC! | MSD) 


dosage forms for differing 
patient needs 


25 mg (yellow) 
fe) This tablet may prove useful for most 
outpatients, who generally do well on 
i 25 mg three times a day. This dosage may 
be increased to a total of 150 mg a day. Dosage in- 
creases are made preferably in the late afternoon or 
at bedtime. The sedative effect may be apparent be- 
fore the antidepressant effect is noted. An adequate 
therapeutic effect may take as long as 30 days to 
develop. 


50 mg (beige) 


The 50-mg tablet may be indicated when- 
ever higher dosages are required, as for 
example when increases are necessary in 
the late afternoon or bedtime doses. It may also be 
convenient for many hospitalized patients who may 
need 100 mg a day initially. In these patients, dosage 
may be increased gradually to 200 mg a day if nec- 
essary. A small number of hospitalized patients may 
need as much as 300 mg a day. 





10 mg (blue) 
Gas) Because lower doses are generally recom- 
mended for adolescents and elderly pa- 
tients, the 10-mg tablets may be most 
serviceable. Ten mg three times a day with 20 mg 
at bedtime may be satisfactory in adolescent and 
elderly patients who do not tolerate higher dosages. 


INJECTION 
10 mg per ml 


TUM 


For patients unable or unwilling to take 
tablets, the injectable form may be suit- 
able initially.Thetablets should replacethe 
injection as soon as possible. Initial intra- 
muscular dosage is 20 to 30 mg (2 to 3 ml) 
four times a day. When Injection ELAVIL 
is administered intramuscularly, the effects may ap- 
pear more rapidly than with oral administration. 





Usage in Children: In view of the lack of experience in 
children, this drug is not recommended at the pres- 
ent time for patients under 12 years of age. 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with 
a monoamine oxidase inhibitor or within at least 14 days following the discontinu- 
ance of a monoamine oxidase inhibitor since hyperpyretic crises, severe convul- 
sions, and deaths have occurred. When used to replace a monoamine oxidase 
inhibitor, initiate dosage of amitriptyline HC! cautiously with gradual increase in 
dosage until optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or 
urinary retention, or with angle-closure glaucoma or increased intraocular pressure. 
Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia, and prolongation of the conduction time have been reported, 
particularly with high doses; myocardial infarction and stroke have been reported 
with drugs of this class. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. May impair mental and/or physical abilities 
required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has not been 
established; in pregnant patients, nursing mothers, or women who may become 
pregnant, weigh possible benefits against possible hazards to mother and child. 
Not recommended for patients under 12 years of age. 


Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symp- 
toms; manic depressive patients may experience a shift to the manic phase. In 
these circumstances, the dose of amitriptyline HCI may be reduced or a major 
tranquilizer, such as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful adjust- 
ment of dosages are required. Use cautiously in patients receiving large doses of 
ethchlorvynol, since transient delirium has been reported on concurrent administra- 
tion. May enhance the response to alcohol and the effects of barbiturates and other 
CNS depressants. The possibility of suicide in depressed patients remains during 
treatment and until significant remission occurs; this type of patient should not 
have easy access to large quantities of the drug. Concurrent electroshock therapy 
may increase the hazards associated with such therapy; such treatment should be 
limited to patients for whom it is essential. When possible, discontinue the drug 
several days before elective surgery. Both elevation and lowering of blood sugar 
levels have been reported. 


Adverse Reactions: Note: Included in this listing are a few adverse reactions not 
reported with this specific drug. However, pharmacological similarities among the 
tricyclic antidepressant drugs require that each reaction be considered when 
amitriptyline is administered. Cardiovascular: Hypotension, hypertension, tachy- 
cardia, palpitation, myocardial infarction, arrhythmias, heart block, stroke. CWS 
and Neuromuscular: Confusional states; disturbed concentration; disorientation; de- 
lusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal 
symptoms; tinnitus. Anticholinergíic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retention, dilatation of urinary 
tract. Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. 
Hematologic: Bone marrow depression including agranulocytosis, leukopenia, eosino- 
philia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric distress, 
vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after pro- 
longed administration may produce nausea, headache, and malaise; these are not 
indicative of addiction. 

Overdosage: Treatment is symptomatic and supportive. However, the intravenous 
administration of 1 to 3 mg physostigmine salicylate has been reported to reverse 
the symptoms of amitriptyline poisoning. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; for 
intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline HCI, 44 mg 
dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preservatives, and 
water for injection q.s. 1 ml. 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., West Point, Pa. 19486 


in the treatment of clinically significant depression 
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Director, Out -Patient 
Service: $29,400 - $33,700 


Thistletown Regional Centre for Children and Adolescents, MINISTRY OF 
HEALTH, located in northwestern Metro Toronto, requires a Senior Child 
Psychiatrist to assume leadership of the Out-Patient and Community 
Services. 

The Centre provides in-patient, out-patient and day treatment services to 
emotionally disturbed children and adolescents and is affiliated with the 
Department of Psychiatry, University of Toronto, as a training centre in 
child psychiatry. The Out-Patient Department has been enlarged with a 
new wing with modern teaching facilities. 

Alternative professional contract engagement also available at 
$27,000 - $34,000 per annum. 

Qualifications: Licensed to practice in Ontario: certification by the Royal 
College of Physicians and Surgeons in Psychiatry; considerable child 
psychiatric clinical experience. 

Please write to Clinical Director, Thistletown Regional Centre for Children 
and Adolescents, 11 Farr Avenue, Rexdale, Ontario, M9V 2A5, Canada. 
This position is open equally to men and women. 


Ontario 
Ontario Public Service 





The en [he men and women who believe it is—members of 
p a remarkable group called the American Medical Writers 
Association, or AMWA —are in a good position to know: 

many of them wield both 
e e Not that they propose to substitute honeved words 
ht for medical skill. What AMWA does say is that today’s 
nig ler knowledge explosion in medical science has made con- 
cise, lucid communications almost as essential as skill in 

than the the laboratory or operating room. 

And it doesn’t take a crystal ball to know that the im- 

? portance of clear medical communications will. if any- 
SC pe e thing, grow in the future. 

Io achieve that end, AMWA dedicates its energies 
and its efforts. And has, since it was formed 31 years ago 
with only 27 members. 

Since then. thousands more medical writers. editors. 
publishers, pharmaceutical writers, illustrators, audio-vis- 
ual producers, researchers. and clinicians have been drawn 
into AMWA’s ranks. They share one common goal: a de- 
sire to. become better communicators, themselves...and 
to help others do the same. 

How does AMWA help" By bringing the talents of its 
members together in workshops. By makiny it possible for 
all types of medical communicators to meet each other and 
discuss their mutual problems and interests. And by pro- 
ducing a professional journal that will spearhead new 
techniques in medical communications. 

If you share this concern, AMWA wants vou. You can 
get More information just by writing to: Executive Sec- 
retary, American Medical Writers Association, 9650 Rock- 
ville Pike, Bethesda, Maryland 20014 

Remember...they also serve who sit and write. 
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Psychiatry from Chicago 


The Depressed Woman 
A Study of Social Relationships 


Myrna M. Weissman and Eugene S. Paykel 

Foreword by Gerald L. Klerman 
Myrna M. Weissman and Eugene S. Paykel studied the 
behavior of forty depressed women over a period of 
twenty months, examining them during acute depres- 
sion, recovery, and, in some cases, relapse. The authors 
were especially concerned with the effects of a patient's 
behavior on her marriage, family, and friends. 

1974 296pages Cloth $10.00 


Psychoanalysis and Psychotherapy 
Selected Papers 
Frieda Fromm-Reichmann 
Presents papers on doctor-patient relationships, thera- 
peutic management in mental hospitals, and the course 
of successful therapy. "For the specialist who treats 
psychotic patients it constitutes a vade mecum. '—Sat- 
urday Review Cloth edition (1959), $10.50 
1974 xiv, 350 pages Paper $3.95 


Family Worlds 
A Psychosocial Approach to Family Life 


With a new Preface 

Robert D. Hess and Gerald Handel 
Sensitively explores the dynamics of family life in five 
narrative case studies. By simultaneously analyzing a 
family as a small group and as a set of individual per- 
sonalities, Hess and Handel have captured the interplay 
between personality and family as each group works 
out its special way of coping with its problems. Cloth 
edition (1959), $10.50 

1974 xiv, 300 pages Paper $3.95 


Models of the Mind 
A Psychoanalytic Theory 
John E. Gedo and Arnold Goldberg 
Delineates, orders, and integrates various generally ac- 
cepted systems of psychological functioning, considered 
here as "models of the mind" to construct a supra- 
ordinate model which may be used on a flexible basis as 
the situation demands. The authors apply their theory 
to four classic psychoanalytic case studies to demon- 
strate its effectiveness: Freud's Rat Man, his Wolf Man, 
the case of Daniel Paul Schreber, and a case of arrested 


development. 
1973 xvi, 220 pages Cloth $9.50 


The University of Chicago Press 
Chicago 60637 
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First day in the hospital 

and all efforts will be directed 
toward returning her 

to the community. 


For psychotic patients with mixed anxiety- 
depression, Mellaril has been found useful to help 
patients participate more fully in the entire thera- 
peutic program. Continued medication with 
Mellaril is often basic to helping patients prepare 
for and participate in outpatient treatment pro- 
grams that bridge the gap between hospital and 
community. 

With Mellaril, patients are generally alert and in 
better contact with reality and can more fully 
benefit from the entire therapeutic program. (In 
the hospital or out, even though Mellaril produces 
only minimal sedative effect, patients should be 
warned about participating in activities which re- 
quire complete mental alertness, e.g., driving.) 
And, although extrapyramidal symptoms are char- 
acteristic of this class of drug, a distinctive fea- 
ture of Mellaril is that extrapyramidal stimulation 
—notably pseudoparkinsonism—is minimal. 


MELLARIL 


(THIORIDA ZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 200 mg. 
thioridazine HCI, U.S.P. 


helps in the management of 
psychotic patients with mixed 
anxiety-depression 


Before prescribing or administering, see Sandoz literature for full product 
information. The following is a brief summary. 


Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 


Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides. Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving, and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 


Adverse Reactions: Central Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System—Galactorrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Skin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. Blood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal edema, 
angioneurotic edema, asthma. Aepatotoxicity—Jaundice, biliary 
stasis. Cardiovascular Effects—Changes in terminal portion of elec- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Mellaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia—Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time. Endocrine Dis- 
turbances—Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests. 
Urinary Disturbances—Retention, incontinence. Others—Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 73-824R SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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Consultation-Liaison Psychiatry: An Overview 


BY Z.J. LIPOWSKI, M.D. 


The author reviews the scope, underlying assumptions, 
and organization of consultation-liaison psychiatry. Dur- 
ing the 40 years since their inception, liaison services in 
general hospitals have played a mediating role between 
psychiatry and medicine. The liaison psychiatrist is one 
of the few health professionals with a broad enough per- 
spective to achieve a measure of integration of diverse 
data relevant to comprehensive evaluation and manage- 
ment of patients. Liaison psychiatrists are increasingly 
involved in teaching and research in addition to clinical 
activities. The author predicts that the education, func- 
tions, and professional attitudes of the liaison psychia- 
trist represent a viable model that psychiatry as a whole 
will increasingly adopt. 


AN OVERVIEW of consultation-liaison psychiatry from 
the perspective of 15 years of personal work in this area 
provides an opportunity to highlight some current trends 
in psychiatry. Liaison psychiatrists have kept in touch 
with seminal developments in clinical practice, education, 
research, and modes of health care delivery in both gen- 
eral medicine and psychiatry. The last 15 years have 
brought far-reaching changes in all of these areas. Con- 
sultation-liaison psychiatry provides a fit vantage point 
for watching the changes that permit prediction of future 
directions in psychiatry as a medical discipline. The kind 
of psychiatry that the consultants practice and the type of 
training, skills, and professional attitudes that their work 
requires represent a model that is likely to prevail in psy- 
chiatry in the coming years. This contention is based on 
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the observable trends in health care delivery and the sci- 


entific, social, and economic factors that influence them. 
These issues will be discussed here in the framework of a 
survey of the scope, assumptions, organization, and func- 
tions of consultation-liaison psychiatry. 


A HISTORICAL PERSPECTIVE 


Consultation-liaison psychiatry has developed over 
the past 40 years as an outgrowth of general hospital psy- 
chiatric units (1-5). Their development represents a land- 
mark in the history of psychiatry that has led to funda- 
mental changes in the management of psychiatric 
patients. The continued growth of general hospital psy- 
chiatry has done much to overcome their isolation from 
the community and from general health care and to open 
psychiatry to the advances in the medical and behavioral 
sciences with the resulting diversification of therapies, re- 
search, and theory. In turn, the entry of psychiatry into 
the mainstream of medicine has fostered changes in med- 
ical education and in the management of the physically ill 
in the direction of comprehensive medicine (6). : 

The first viable general hospital psychiatric unit in this 
country was opened in the Albany Hospital in 1902 (7). 
At the last coun: there were about 770 such units in the 
country, and 22.4 percent of all psychiatrists worked 
there (8). The provision of psychiatric consultations to 
the medical and surgical wards and clinics has been a ma- 
jor concern from the beginning. Consultation-liaison psy- 
chiatry was given additional impetus by the emergence in 
the 1920s of psychosomatic medicine. In 1929 appeared 
Henry's classical paper on “Some Modern Aspects of 
Psychiatry in General Hospital Practice" (9). It marks 
the beginning of consultation-liaison psychiatry as it is 
practiced today. Henry's article has not lost its relevance. 
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His emphasis on careful observation rather than inspired 
guessing, on jargon-free communication, and on flexibil- 
ity in the choice of therapy is still valid. His observation 
that physicians tend to dismiss as irrelevant patients’ 
complaints that are not directly pertinent to physical ill- 
ness is still largely true today. 

In 1934 the Rockefeller Foundation funded the estab- 
lishment of five psychiatric liaison departments in univer- 
sity hospitals. One of them was organized at the Colo- 
rado General Hospital in Denver (10). Another, at the 
Columbia University Medical Center, was led by Flan- 
ders Dunbar, one of the pioneers of psychosomatic medi- 
cine. She and her collaborators helped expand the theo- 
retical basis on which consultation-liaison work 
rests (11). Dunbar forecast optimistically that “the time 
should not be too long delayed when psychiatrists are re- 
quired on all our medical and surgical wards, and in all 
our general and special clinics" (11). That prediction, 
made in 1936, is still unfulfilled, and its realization is no- 
where in sight. Yet progress has been made, particularly 
since the end of World War II. M.R. Kaufman and his 
collaborators deserve much credit for this. They orga- 
nized model psychiatric services, with particular stress on 
close liaison with the medical and surgical wards and 
clinics, at the Mount Sinai Hospital in New York in 
1945 (12-14). Liaison psychiatrists were to play a key 
role in building a bridge between psychiatry and medicine 
by virtue of their clinical and teaching activities. Kauf- 
man and Margolin spelled out the goals of this teaching 
in 1948 (14). They emphasized indoctrination of physi- 
cians in psychoanalytic psychology and psychosomatic 
medicine. These teaching objectives have been modified 
and expanded since then and will be discussed later. 

The past 30 years have brought a gradual growth of 
consultation-liaison psychiatry in all of its aspects. A 
1966 survey showed thát 76 percent of all psychiatric 
training centers in the United States offered instruction 
in consultation work (15). Although more recent figures 
are unavailable, informal inquiries indicate that most 
postgraduate training programs in psychiatry demand 
that the residents spend some time consulting on the 
medical and surgical floors. A recent worldwide survey 
shows that the growth of consultation-liaison psychiatry 
has occurred in most of the developed countries (16). 
There is extensive literature on it that includes a general 
review (1-3), a handbook (17), a reference guide (18), and 
a critical review of consultation research (19). Some of 
this literature deals with mental health consultation in 
settings other than the medical ones that are the focus of 
this paper. Despite certain shared assumptions and tech- 
niques, medical-psychiatric consultation work differs 
from that in nonmedical settings such as schools, social 
and correctional agencies, and industry. The chief differ- 
ences are: l) operation in the context of health care deliv- 
ery both administratively and conceptually; 2) adherence 
to the psychosomatic approach, one that proposes that 
human health and disease result from an interaction of 
biological, psychological, and social factors; and 3) focus 
on people whose psychiatric problems are related to 
physical illness and disability and those who communi- 
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cate their distress in terms of somatic symptoms. 

Much of the literature on consultation-liaison psychia- 
try is descriptive, but several notable works stand out as 
attempts to conceptualize the consultant's mode of oper- 
ation, assumptions, and aims (20-24). Particularly im- 
portant is Miller's application of the general systems ap- 
proach to psychiatric consultation (22, 23). These articles 
should become recommended reading for psychiatric 
trainees. 

The current role of consultation-liaison psychiatry has 
been succinctly, if incompletely, summed up by the 
American Hospital Association: 


The development of liaison psychiatric services is based on 
the acknowledged fact that psychiatry applied in general or 
specialty medicine contributes to the quality of care pro- 
vided, affects hospital utilization, and results in a savings of 
the physician's time. .. . The liaison psychiatrist often serves 
the unserved, by helping to ensure the identification and ap- 
propriate management of mental and emotional aspects of 
illness throughout the hospital (25, pp. 26-27). 


This statement acknowledges the contribution of con- 
sultation-liaison psychiatry to improved patient care and 
to preventive medicine and psychiatry. 


THE SCOPE OF CONSULTATION-LIAISON PSYCHIATRY 


Consultation-liaison psychiatry has been defined as the 
area of clinical psychiatry that encompasses clinical, 
teaching, and research activities of psychiatrists and al- 
lied mental health professionals in the nonpsychiatric di- 
visions of a general hospital (4). This definition is already 
too narrow. While it is true that the medical and surgical 
wards, outpatient clinics, and emergency departments of 
general hospitals provide the main operational base for 
liaison psychiatrists, their activities are gradually spread- 
ing beyond the hospital walls. The scope of consultation- 
liaison psychiatry has expanded to include collaboration 
with all categories of health professionals in all types of 
health care facilities, be they community health clinics, 
rehabilitation centers, convalescent hospitals, nursing 
homes, or doctors’ private offices. 

The designation “‘consultation-liaison”’ reflects two in- 
terrelated roles of the consultants. “Consultation” refers 
to the provision of expert diagnostic opinion and advice 
on management regarding a patient's mental state and 
behavior at the request of another health professional. 
"Liaison" connotes a linking up of groups for the pur- 
pose of effective collaboration. In the present context, li- 
aison involves interpretation and mediation. The consul- 
tant mediates between patients and members of the 
clinical team and between mental health and other health 
professionals, respectively. In clinical settings he inter- 
prets the attitudes and behavior of patients and of those 
taking care of them in an attempt to maintain communi- 
cation and cooperation and to allay conflicts among 
them. Mutual distrust and misunderstandings between 
patients and staff interfere with optimal care and func- 


tioning of a hospital ward or clinic as a therapeutic set- 
ting (21, 26). Patients who are markedly demanding, hos- 
tile, dependent, or uncooperative readily evoke negative 
feelings and retaliatory behavior on the part of the staff. 
As a result, communication breaks down and quality of 
care deteriorates. The liaison psychiatrist applies his 
knowledge of motivation of behavior and his skills in 
gathering pertinent information to identify sources of 
conflict, explain contentious attitudes, and thus help re- 
store communication and cooperation. This mediating 
role is facilitated if the consultant is an accepted member 
of the medical team, maintains regular contact with it, 
and knows the staff well. A weekly conference of the 
health team of a ward or clinic provides a good forum for 
him to discuss problem patients, the staff's ways of cop- 
ing with them and with their own countertransference re- 
actions, and the strains within the team. 

At another level, the liaison psychiatrist acts as a me- 
diator and bridge builder between two professional 
groups: the medical-biological and the psychiatric-behav- 
ioral, respectively. Members of each of these groups tend 
to ignore, misunderstand, and disparage the viewpoints 
and modes of operation of the other group. This state of 
affairs fosters the spread of derogatory stereotypes and 
mutual suspicion. As a result, collaboration in patient 
care, teaching, and research is poor. Liaison psychiatrists 
and their few allies in other specialties help keep an inter- 
professional dialogue and cooperation alive. 

Consultation and liaison are mutually complementary. 
A consultation should encompass three interlocked foci: 
the patient, the consultee, and the therapeutic team (1). 
This implies that consultation is most effective if the con- 
sultant has personal contact with both the patient and 
those taking care of. him. In addition, communication 
with and knowledge about the patient's family and other 
significant people in his social milieu are indispensable 
for the evaluation of the psychosocial consequences of his 
illness (27). One also has to take into account the influ- 
ence of his disability and illness behavior on his family. 
People tend to become ill and seek medical help and hos- 
pitalization at times of psychosocial stress, which, magni- 
fied by that of illness, may lead to emotional disorder 
and deviant illness behavior, such as psychogenic invalid- 
ism, noncompliance with physician's advice, and over- 
utilization of health and social welfare facilities (28). The 
attitudes and behavior of the patient's family members 
play a key role in bringing about these undesirable be- 
havior patterns. In turn, a patient's illness and behavior 
are often a source of distress and psychiatric disorder for 
his spouse and other family members (29). 

Since the most prevalent forms of serious illness today 
are of the chronic type, the importance of the psycho- 
social factors in medicine is increasingly recognized. At 
the same time, medical training, with its emphasis on 
narrow specialization and the purely biological aspects of 
disease, does not prepare physicians to recognize and 
deal with the influence of these factors on their patients. 
By default, this role is often relegated to the liaison serv- 
ice. It is in this area that psychiatrists can discharge their 
responsibility to medicine (30). 


Z. J. LIPOWSKI 


ASSUMPTIONS AND AIMS 


No organized form of human activity can survive in an 
ideological vacuum. Ideology is implied here as a set of 
beliefs, assumptions, definitions, and stated goals that 
furnish a professional activity with a raison d'étre that 
justifies its continuation in the eyes of its practitioners, 
their clients, and concerned observers. If an ideology be- 
comes diffuse and ambiguous, the whole purpose and le- 
gitimacy of the activity based on it is liable to be chal- 
lenged. As a result, the practitioners’ sense of meaningful 
commitment is undermined; they experience an identity 
crisis. This condition is the lot of many psychiatrists 
today, as highlighted by the recent formation of a task 
force that is to define the terms “psychiatrist” and ‘“‘men- 
tal illness" (31). The liaison psychiatrist is potentially 
vulnerable to confusion about his professional identity 
too. Working as he does at the boundary between two 
professions and two distinct conceptual approaches to ill- 
ness he is liable to be viewed with a critical eye by col- 
leagues on either side. They may question his role, alle- 
giance, credentials, and goals. To formulate his 
ideological base has relevance for the specialty as a 
whole. 

Consultation-liaison psychiatry has derived concep- 
tually from an old tradition in human thought, one that 
advocates a view of man as a body-mind complex in 
ceaseless dynamic interaction with the social and non- 
human environments. This holistic, antireductionist con- 
ception of man has achieved wide currency in the last 50 
years. It has been applied to the theory and practice of 
medicine and psvchiatry under the term “psychosomatic 
medicine" (3, 32, 33). The latter encompasses a body of 
assumptions, a research strategy, and a mode of ap- 
proach to clinical practice. Unfortunately, psycho- 
somatic medicine is often erroneously identified with a 
search for psychogenesis of ever more somatic disorders. 
This distorted view of the field has historical reasons. 
Psychosomatic medicine's first phase of development, 
roughly between 1930 and 1950, was dominated by psy- 
choanalytic investigators and their attempts to explain 
the occurrence of certain somatic diseases, misnamed 
“psychosomatic,” by invoking unconscious psychic proc- 
esses and mechanisms. This reductionist tendency was 
most prominently and vocally represented by Alexander 
and his specificitv hypotheses (34). The foundering of his 
methodological approach nearly brought down with it 
psychosomatic medicine as a whole. It is necessary, 
therefore, to reaffirm a broad perspective of the field. 

Psychosomatic medicine has recovered and grown in 
the past 20 years. It has a scientific and a clinical dimen- 
sion. The former is represented by systematic research 
(experimental, clinical, and epidemiological) on the psy- 
chophysiological responses of individuals to perceived so- 
cial events and situations, and on the effects of these re- 
sponses on health and disease. Related lines of research 
focus on the contribution of these social and psycho- 
physiological factors to the predisposition to, precipi- 
tation, and time of onset, as well as course and cutcome 
of, all diseases. Concurrently, other studies have explored 
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the influence of physiological and biophysical variables 
on human behavior and subjective experience, normal 
and abnormal. The clinical dimension of psychosomatic 
medicine encompasses guidelines for a comprehensive 
approach to the diagnosis, management, and prevention 
of illness, and clinical and teaching activities applying 
psychosomatic postulates to the care of patients (3, 32). 

Alexander, despite his methodological errors, deserves 
credit for formulating the principles of the psycho- 
somatic approach (34). His prediction of the course that 
psychiatry would follow is as timely as it is unfulfilled: 
"A growing integration of the biologic, psychodynamic 
and sociologic approaches, and the emergence of com- 
prehensive psychiatry which no longer attempts to solve 
the great mystery of human behavior from one single re- 
stricted point of view” (35). 

Consultation-liaison psychiatry represents application 
of the psychosomatic approach to clinical work. Its hall- 
mark is the gathering and applying of information from 
several levels of abstraction relevant to patient care. Its 
basic assumption is that an integrated approach results in 
optimal health care, one sensitive to people's needs, 
mindful of prevention, and economically sound. Liaison 
psychiatrists can only modestly contribute to such care. 
Their major function is to demonstrate that it can be 
done and how. In the present fragmented state of medical 
practice resulting from overspecialization of physicians, 
the liaison psychiatrist is one of the few health profes- 
sionals with a broad enough perspective to achieve a 
measure of integration of diverse data relevant to com- 
prehensive evaluation and management of patients. To 
do so, the consultant needs training and experience of 
unique breadth as well as conceptual tools to integrate 
complex information and draw practical conclusions 
from it expeditiously (22, 23). He must think and com- 
municate clearly and welcome complexity as an in- 
tellectual challenge. As our health delivery system be- 
comes increasingly integrated and attuned to social 
demands, the need for broadly trained mediators will 
grow. Psychiatrists should aim deliberately at assuming 
the role of integrating health care and mediating between 
the overspecialized physicians on the one hand and the 
psychosocially oriented but medically naive behavioral 
scientists on the other. i 


ORGANIZATION AND FUNDING 


To be optimally effective and ensure continuity of serv- 
ice the consultants should work as a team. A consulta- 
tion-liaison service should be an administrative unit 
treated as an integral and indispensable component of ev- 
ery psychiatric department of a general hospital or a 
community health clinic. Lack of organizational struc- 
ture is liable to make the provision of consultations hap- 
hazard and vulnerable to the changing attitudes toward 
them of the heads of the departments of psychiatry, med- 
icine, and other specialties. Only a firmly established 
service can function effectively, maintain liaison with 

other departments, and do justice to its clinical, teaching, 
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and research commitments. A critic recently wrote that 
in the future, consultation services should be supplanted ` 
by the involvement of all full-time members of a psychi- 
atric faculty in the work on the medical and surgical 
floors (36). Yet to expect that all psychiatrists would be 
able and willing to act as consultants is unrealistic. This 
work requires special training and interest. Many com- 
petent psychiatrists choose to stay away from the often 
trying conditions of liaison work and contact with the 
physically ill. Neither competence nor interest in this 
work can be decreed. The practice of consultation-liaison 
psychiatry has always relied on a core group of people 
who freely chose to do it. The number of such individuals 
is liable to grow in response to changing emphases and 
incentives in health care delivery. 

A consultation-liaison service should be staffed by full- 
time and part-time psychiatrists, liaison nurses (37), so- 
cial workers, and psychologists. They should form the 
operational core and be free to call upon willing col- 
leagues to contribute to clinical work and teaching. The 
number of people involved will obviously depend upon 
the size of the hospital and the availability of staff and 
funds. The person in charge should be a senior psychia- 
trist who is experienced in this type of work, able to 
coordinate the activities of the service, and able to negoti- 
ate with other physicians on an equal footing. 

It is generally desirable for a consultant to develop a 
special interest in and liaison with a particular depart- 
ment, ward, or clinic. Close liaison facilitates continuity 
of service, development of a good relationship with staff, 
intimate knowledge of psychosocial problems character- 
istic of the given specialty, and collaborative research. 
There are valuable reports on liaison work with a wide 
range of specialties and clinical settings, such as internal 
medicine (38), surgery (39), pediatrics (40), neurology 
and neurosurgery (41), intensive care units (42), oncol- 
ogy (43), hemodialysis units (44), emergency depart- 
ments (45), outpatient clinics (46), and rehabilitation 
(47). 

One notes with concern that relatively few psychia- 
trists remain in liaison work for more than a few years. 
Reasons for this undesirable mobility need to be exam- 
ined and overcome. Economic factors seem to play a ma- 
jor part. Under the prevailing conditions, no psychiatrist 
can earn an average income by confining himself to con- 
sultation-liaison work. Much of what he does, if he does 
it right, is highly time-consuming and not remunerated. : 
Insurance plans pay for a consultation but not for time 
spent in liaison work. The best solution is a salary for a 
block of time, which could be spent consulting, super- 
vising residents, teaching, etc. A properly. functioning 
liaison service cannot be financially self-sufficient if it re- 
lies on fees for consultations. Funds have to come from 
the department of psychiatry, from the departments that 
avail themselves of the consultant's liaison services, and 
from insurance plans. 

Conditions of work discourage some consultants. 
Relationships with consultees may be frustrating (48, 49). 
A consultant encounters much indifference, ambivalence, 
and overt and covert hostility from his medical and surgi- 


cal colleagues. Their negative attitudes are often ex- 
pressed subtly and jovially and are sometimes disguised 
with effusive cordiality. The enmity of a department head 
may thwart liaison work. The consultant’s advice may be 
acknowledged but not acted upon, patients may be re- 
ferred to him without adequate preparation (50), or they 
may be abruptly discharged before he has completed his 
evaluation. It may take years of close liaison with a par- 
ticular department before a consultant becomes accepted 
and can work effectively. Much depends on his own atti- 
tude and ability to demonstrate his usefulness. If he is 
able to communicate clearly, displays sound clinical 
judgment, offers useful advice on the management of 
patients, and teaches well, he stands a good chance of be- 
coming a valued member of the team (41). 

To endure, the consultant needs reasonable economic 
security, the support of his colleagues, time for continued 
study, and interest in his work. He needs ties with his de- 
partment of psychiatry, where he can contribute his spe- 
cial expertise and psychosomatic viewpoint. His profes- 
sional satisfaction derives from viewing his work as 
useful and rich in intellectual challenge provided by ever 
new and often highly complex clinical problems. 


FUNCTIONS OF CONSULTANTS 


These functions fall into three categories: clinical 
work, teaching, and research. They deserve separate dis- 
cussion. 


Clinical Work 


In addition to liaison work, diagnostic and therapeutic 
activities constitute a consultant’s clinical function. The 
diagnostic problems that he encounters fall into several 
types. First, the patient may present with somatic com- 
plaints for which no convincing organic explanation can 
be found (51). They may indicate the presence of a psy- 
chiatric disorder or psychosocial stress or both. Depres- 
sion of all degrees of severity is the commonest disorder 
encountered and may mimic, accompany, or mask many 
somatic diseases (2). Hysterical, anxiety, and hypochon- 
driacal neuroses are common; schizophrenia is less so (2). 
Second, a patient may display a change in his habitual 
behavior, ie, either accentuation or alteration of his 
characteristic personality. This may signify cerebral dis- 
ease, functional psychiatric disorder, or an unclassifiable 
behavioral response to physical illness or interpersonal 
stress or both (2, 27). To evaluate such change demands 
familiarity with psychological manifestations of cerebral 
disorders and of many systemic diseases: endocrine, neo- 
plastic, etc. (52). Third, the patient may suffer from an 
obvious psychiatric disorder that the consultee has recog- 
nized and for which he wants advice on management. 
And fourth, the patient may display deviant illness be- 
havior, such as self-destructive noncompliance with med- 
ical advice, excessive dependence, gross denial of illness, 
a given-up attitude, factitial illness, or suicide threats or 
attempts (2). | 
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Such a broad range of diagnostic problems is not usu- 
ally encountered in other areas of psychiatry. They call 
for a comprehensive evaluation that may require several 
interviews and a thorough knowledge of medicine and 
psychiatry. In many cases no definitive diagnosis can be 
reached due to lack of reliable techniques to discern the 
underlying pathogenic mechanisms of many complaints, 
both psychological and somatic. To label a symptom as 
"conversion," “psychosomatic,” or “psychophysiologi- 
cal" is often an admission of ignorance. To fit a patient's 
unexplained scmatic symptoms into a plausible cause- 
and-effect sequence involving his intrapsychic dynamics 
may be deceptively easy but misleading. To establish 
such a relationship may be impossible in the short time 
available. There is a pressing need for more research 
aimed at development of diagnostic techniques in the 
area of “mysterious medical complaints” (51), which are 
found in more than 50 percent of medical outpatients and 
in at least 30 percent of all inpatients, regardless of 
whether a physical illness is known to be present. Investi- 
gations and medical treatment of such symptoms cost 
vast sums of money (53). The initial psychosocial eval- 
uation of every patient could help reduce the rising costs 
of health care related to redundant laboratory tests and 
treatment of psychosocial problems by medical and sur- 
gical techniques. 

A consultation is useless unless it results in practical 
recommendations. Additional investigations may be sug- 
gested, concrete advice on the psychological approach to 
the patient or his family given, and specific therapy or 
disposition recommended. The consultant may have to 
follow up the patient in the hospital and after discharge 
and carry out therapeutic procedures himself. It is mis- 
leading to view a consultation as consisting of but a brief, 
single diagnostic interview. We average two visits for ev- 
ery referred inpatient; many are seen daily for a week or 
more. Medical wards and clinics are a valuable setting 
for time-limited psychotherapy (individual, group, mari- 
tal couple, and family) (54). Group therapy is useful for 
special groups, such as survivors of myocardial in- 
farction (55). Behavior modification, biofeedback, and 
hypnosis are used for selected medical problems. A thor- 
ough familiarity with psychotropic drugs, their dele- 
terious side effects in various somatic disorders, and their 
application for psychiatric emergencies common in medi- 
cine, such as delirium, is essential. 

Thus a consultant is invariably a therapist. His inter- 
vention is guided by the following principles: clear and 
prompt definition of therapeutic goals, both immediate 
and long-term, based on comprehensive assessment; 
choice of therapy tailored to a given patient's individual 
needs and coping capacity; flexibility in the conduct of 
therapy; and incisive intervention by the therapist in or- 
der to achieve his goals expeditiously. It is erroneous to 
assert that the results of such intervention are at best 
symptomatic and that its goals are confined to treating 
the immediate crisis. Whenever possible, an attempt is 
made to facilitate self-understanding, prevent maladap- 
tive coping, and enhance personal growth. Emerging 
trends in health care delivery will increasingly favor this 
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type of approach, i.e, selective, time-limited, and pre- 
ventive (56). 


Teaching 


Every liaison psychiatrist acts as a teacher. The teach- 
ing need not be formal: He can teach by providing a con- 
ceptual model and example. His role in teaching psychia- 
try, especially as it pertains to medical practice, has 
expanded steadily (57). This teaching is extended to med- 
ical students and residents, physicians, nurses, social 
workers, and physicians' assistants. Medical students are 
the prime concern of the liaison teacher. He can demon- 
strate at the bedside and in clinical conferences, seminars, 
and informal discussion groups such crucial skills as in- 
terviewing techniques, approach to comprehensive diag- 
nosis and management, personality assessment, proper 
use of drugs and brief. psychotherapy, etc. (57). At our 
hospital every senior medical student is expected to act as 
a consultee, that 1s, to initiate a referral for psychiatric 
consultation, follow its progress, and discuss the findings 
and recommendations with the consultant. In this way 
the students learn what to expect from a psychiatric con- 
sultation, how to prepare a patient for it, and how to act 
on the advice received. | 

Psychiatric residents should spend at least three 
months in full-time liaison work in their second or third 
year of training. In this way they learn to view patients 
comprehensively, that is, to take into account psycho- 
dynamic, somatic, social, and economic factors as ele- 
ments of an integrated approach to diagnosis, treatment, 
and prevention of any illness (58). In addition, experience 
on a liaison service helps them learn to communicate 
clearly, collaborate with other health professionals, and 
apply psychiatric knowledge and therapy under time 
pressure. Use of woolly jargon, fanatical adherence to a 
single psychiatric theory or technique, and free-floating 
psychodynamic speculation based on sparse information 
are discouraged. Such training helps develop skills that 
the residents will find useful in future practice. 


Clinical Research 


Liaison psychiatrists have made numerous and varied 
research contributions. They have access to vast clinical 
material and excellent laboratory facilities. There are 
many opportunities for collaborative clinical research at 
the interface of the medical and behavioral sciences (5). 
Some of the most exciting research today lies in the bor- 
derlands between the various scientific disciplines con- 
cerned with man (28, 30, 32, 33, 59). 

Liaison psychiatrists have investigated such diverse 
topics as delirium, fainting, and hyperventilation; clinical 
psychophysiology of all body systems; attitudes toward 
death and experience of fatal illness and dying; psycho- 
social antecedents of illness onset; psychological reac- 
tions to and coping with all types of iliness and disability; 
psychiatric aspects of new medical technologies; psycho- 
logical impact of hospital environments; and the process 
of consultation and its outcome (11, 19, 21, 28, 32, 60). 
These are merely representative examples to illustrate the 
fact that closer liaison with medicine has opened up an 
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area of research relevant to both. medicine and the sci- 
ence of behavior. 


CONSULTATION-LIAISON: A MODEL FOR FUTURE 
PSYCHIATRY 


Comprehensive health care is medicine's overriding so- 
cial objective today. In order to achieve it, we will need 
professionals skilled at integration. Their integrative 
skills should include referral, consultation, liaison, and 
interprofessional communication necessitated by increas- 
ing differentiation of roles in the health care field (61). 
Basic to these skills are cognitive foundations enabling a 
holistic approach to individual patients. As health profes- 
sionals become increasingly specialized, their ability and 
willingness to perceive and deal with more than a circum- 
scribed segment of a patient's problems decrease. For 
some patients a focal approach suffices, but for the ma- 
jority it does not. Someone will have to evaluate and in- 
tegrate the medical and psychosocial data pertaining to 
diagnosis, management, and prevention of illness. Com- 
munication and liaison between the medically and the 
psychosocially trained members of a health team; with 
their distinct conceptual approaches, techniques, and lan- 
guages, will have to be maintained. 7t is in the area of in- 
tegration of comprehensive health care that the psychia- 
trist's future role will lie. He will function mostly as 
consultant, integrator, and liaison man (36). Consulta- 
tion-liaison psychiatry provides a relevant role model, 
evolved over the past 40 years, that the specialty should 
adopt in order to secure a distinct place in tomorrow's 
health system and avoid disintegration. This postulate 
has obvious implications for psychiatrists’ training, atti- 
tudes, and skills. It is germane to spell them out. 

Training of unique breadth and complexity is indis- 
pensabile. [ts two basic components are thorough medical 
training and acquisition of expert knowledge about man 
as a body-mind complex in social interaction. This im- 
plies that psychiatrists must be both physicians and 
broadly trained experts in the sciences of individual and 
group behavior. Only such psychosomatic and humanis- 
tic cognitive preparation can enable the psychiatrist to 
function as an integrator within a highly differentiated 
health team. We cannot afford opportunistic shortcuts in 
training for the sake of expediency. The psychiatrist as a 
half-baked doctor with an ill-defined psychosocial orien- 
tation and narrow therapeutic skills would become an ex- 
tinct professional. Attempts to restrict psychiatric train- 
ing to a single school of psychiatric thought or 
therapeutic technique must be resisted. 

The core training should include exposure to all behav- 
ioral sciences and grounding in the broad range of thera- 
peutic techniques available today. It should foster clear 
communication, diagnostic reasoning, and an open- 
minded scientific attitude. Complexity, uncertainty, and 
diversity inherent in our field should be presented to the 
trainees as an intellectual challenge that makes this pro- 
fession uniquely exciting. Those who cannot tolerate 
complexity and the lack of immutable, easily assimilable 


verities and guidelines should be discouraged from con- 
tinuing psychiatric training. The future psychiatrist will 
need familiarity with all treatment modalities that offer 
some relief of suffering of individuals and help them at- 
tain what growth, as persons, they are capable of. He can 
be proficient in only one or a few of them. There is no 
therapy that only a psychiatrist can perform. Much of the 
treatment he now performs will be taken over by other 
specialized professionals. His therapeutic work will but 
complement his liaison and consulting functions, which 
together. will comprise his specific role within a health 
team. 

The professions of psychiatry and medicine can best 
discharge their social and mutual responsibilities by col- 
laborating closely in teaching, disease prevention, re- 
search, and health care delivery. Liaison psychiatrists 
have contributed toward this goal. Their work provides a 
viable model for the psychiatry of tomorrow. 
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Self-Help Treatment Programs 


BY MATTHEW P. DUMONT, M.D. 


Self-help treatment programs have emerged as a signifi- 
cant development in the human services for a growing 
number of populations in need. The author explores their 
history, range, and prospects for the future as well as 
their sociological and political roots. The self-help move- 
ment is considered to have profound implications for 
mental health caregiving systems. 


IN THE LAST FIVE YEARS there has been a dramatic 
growth in the number of treatment programs that at- 
tempt to deal with a broadening range of human prob- 
lems without relying on the skills of professionals. This 
movement toward a peer-oriented self-help approach to 
caregiving has profound consequences for the future of 
mental health delivery systems. 

Deeply rooted in American traditions of pragmatism 
and populism, stimulated by the social ferment of the six- 
ties, and sanctioned by the community mental health ide- 
ology, self-help programs have come to be seen by many 
as the primary source of mental health care. The popu- 
lations served by such programs include alcoholics, drug 
addicts, the widowed, the overweight, homosexuals, nurs- 
ing mothers, gamblers, runaway youths, and the mentally 
ill. There have been occasional reports of one or another 
expression of self-help programming and a few state- 
ments of their common purposes and implications (1-4), 
but there has been little evaluation of the phenomenon it- 
self. By and large, the acknowledgment of the self-help 
movement in professional journals is absent, indifferent, 
or hostile, not unlike the perception by professionals in 
general. On the other hand, there is an inevitability about 
the movement based on a confluence of ideological and 
cultural forces that suggests it is more than a passing fad 
in the human services. 


ROOTS IN AMERICAN TRADITION 


Alcoholics Anonymous (AA) is considered by many to 
be the paradigm of self-help programs; it represents an 
organized effort by alcoholics to see themselves within a 
spiritual community struggling on a path toward sobriety 
and righteousness. It began in 1935 in Akron, Ohio, but, 
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as Hurvitz (1) pointed out, its origins were in the Oxford 
Group, which later became known as Moral Rear- 
mament. The Oxford Group was a spiritual movement 
which assumed that sinners could be changed through 
confession and, once purified, had a responsibility to zs- 
sist other sinners. They aspired to honesty, purity, unself- 
ishness, and unqualified love and relied on a public con- 
fessional known as "sharing" as the mode for achieving 
those ends. 

There is an obvious similarity between that ideology 
and the '* 12-step" process of AA and the "concept" epit- 
omized by contemporary therapeutic communities for 
drug addicts. An assumption of sinfulness, a lifestyle of 
communality, a mode of confessional, and a purpose of 
spiritual cleanliness and love are deeply embedded in the 
American Protestant tradition. They characterized the 
essence of the Puritan theocracy of the Massachusetts 
Bay Colony in the 17th century, as well as the Quaker 
communities that emerged from it. Methodism, at the: 
outset, involved weekly experiences of self-revelation by 
initiates who promised absolute sincerity. This is similar 
to the encounter group therapy that is the stock-in-trade 
of most contemporary self-help programs. 

The communality exhibited by the self-help movement 
is. characteristically American even apart from its reli- 
gious and spiritual trappings. Alexis de Tocqueville de- 
scribed us as a "nation of joiners.” It would seem that 
our very heterogeneity and preoccupation with progress 
induces us to search endlessly for group identifications as 
a source of cohesion. Erikson (5) theorized that the 
earliest glimmerings of American civilization were 
marked by an obsession with neatly drawn community 
boundaries. There were rituals of inclusion and exclusion 
that manifested themselves in the persecution of antino- 
mians, Quakers, and witches. Levin (6) and Dumont (7- 
9) described a recurrent tendency in each generation of 
Americans to identify an arbitrarily defined group of 
deviants as a way of affirming a strained and specious 
sense of communality. 

While America may convey from a distance a blended 
complexion of pluralistic ethnology, a closer look at its 
metropolitan makeup displays sharply defined clusters of 
ethnic villages heavily blemished with racism. 

The self-help movement manifests the joining instinct 
in pure culture. The statement “I am an alcoholic” or “I 
am a junkie” or "I am obese" conveys not merely repen- 
tence and a desire for change but a rite of passage to a 
new community that magically and tacitly infuses iden- 
tity and pride. 

The self-help movement also derives from the main 
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currents of American philosophy. The empiricism and 
pragmatism of William James and John Dewey are the 
best expressions of a body of ethics designed for an ex- 
pansionist industrial society. Truth is what works and no 
value system is eternally valid. The worst expressions of 
the same currents come in the form of perennial anti-in- 
tellectualism and recurrent fads of smug, healthy- 
minded, "'positive-thinking" optimism. Self-help pro- 
grams partake of the best and the worst of this intellec- 
tual—anti-intellectual tradition. They demonstrate a 
skepticism of established and traditional techniques, 
which is at best a utilitarian picking and choosing for 
ones that work and at worst a wholesale rejection of any- 
thing that suggests tradition or professional elitism. They 
generally manifest an optimism bounded only by pure 
physical exhaustion. 


ROOTS IN THE COMMUNITY MENTAL HEALTH 
MOVEMENT 


Self-help programs may not be formally baptized by 
the community mental health movement but can be said 
to have the courage of its convictions. Many of the theo- 
retical underpinnings of community psychiatry (10-12) 
were based on a conviction that social systems had self- 
healing capacities, that natural caretaking functions were 
always at work, and that out of crisis new competencies 
could emerge. Mental health professionals, according to 
this view, could not be the source of all the caretaking 
that was required because there would never be enough of 
them to go around and there was really no reason to be- 
lieve that their caretaking capacities were profoundly 
greater than anyone else’s. The best that mental health 
professionals could do was to identify the parameters and 
interfaces of natural community caretaking systems and 
to heighten their relief. 

The community mental health movement was nurtured 
by a body of study in social psychiatry that led to the con- 
clusion that social disorganization rather than intra- 
psychic conflict was at the epidemiological heart of most 
mental illness. The other salient influence on community 
psychiatry was the growing evidence that neither the cre- 
dentialism nor the conceptualizations of psychotherapy 
was related to its efficacy. The Whitehorn and Betz stud- 
ies (13) demonstrated that the empirically defined ability 
of psychotherapists to heal was an expression of person- 
ality attributes unrelated to training. There emerged a 
series of projects designed to demonstrate the ability 
of nonprofessional therapists in mental health work 
(14, 15). While the training of nonprofessional mental 
health workers was rarely programmed outside of pilot 
and experimental demonstration studies, and while 
some observers were critical of their success, the presence 
of indigenous nonprofessionals became increasingly evi- 
dent in urban mental health centers. Concomitantly, 
there developed a body of literature, at times rhetorical 
and at other times scientific, that criticized traditional 
mental health professionalism for its preoccupation with 
psychopathology and patienthood and the racial, ethnic, 
social-class, and sexual bias of its theories and prac- 
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tice (16-21). Some critics became concerned that the in- 
creasingly powerful technologies of mental health profes- 
sionalism might have serious consequences to a free 
society as their use in the prevention and control of 
deviant behavior tended to blur the distinctions between 
health care and social control (22-26). 

The essence of the community mental health move- 
ment seemed to be that the gap between the people pro- 
viding help and the people receiving help should not be so 
vast aS more traditional mental health professionals 
thought necessary. 

The order and direction of that movement found a . 
common path with the cultural and historical forces that 
led to the emergence of the self-help movement. Self-help 
programs offered an alternative to the theoreticians of 
mental health care who took seriously the implications of 
social and community psychiatry. 


POLITICAL ROOTS 


The self-help movement has a political dimension that 
more than any of the other influences bearing upon it de- 
termines its timeliness, inevitability, and fixedness on the 
American scene. It articulates and reifies the aspirations, 
at times muted, at times tortured, of democratic idealism. 
The Founding Fathers were trying to design a system 
that was safe from the danger of tyranny. They concen- 
trated on a definition of inalienable individual rights, a 
balance of governmental prerogatives, and a decentral- 
ization of authority consistent with a pluralist, populist, 
and libertarian structure. In the light of our history, there 
would seem to be two other kinds of power whose rele- 
vance to politics they ignored—money and profes- 
sionalism. The capacity of economic interests to frustrate 
the egalitarian purposes of democracy are too obvious 
and pervasive to discuss in this space. More subtle and 
more relevant to the self-help movement is the fact that 
power in this country is increasingly a professional affair. 
More and more public policies are influenced by such 
esoteric technologies as systems analysis, long-range 
plans, simulation models, and program budgeting. Sci- 
ence has become virtually an arm of government; either 
through direct employment or the sluices of grant funds, 
government decides what basic research shall be done 
and what technical problems shall be solved. 

At the same time, professionalism itself has become so 
specialized, so sophisticated, and so arcane that prac- 
titioners within the same profession do not share a com- 
mon purpose, methodology, or vocabulary. The con- 
junction of this growing reliance by government on 
professionals and the increasing complexity of profes- 
sionalism leads to a concentration, authority, and unac- 
countability of power that would stagger the imagination 
of the authors of the Constitution. If we have not yet ac- 
tually seen the abrogation of old-fashioned politics in the 
face of professionalism, we have witnessed the use of pro- 
fessionalized jargon to sanction policies servicable to 
vested interests. The power which resides in profes- 


-sionalism is so subtle and so ineluctable that it permits an 


apparent respect and a rhetorical allegiance to demo- 
cratic principles while relentlessly frustrating them. 

As one example of this, I refer to the revenue sharing 
concept that the Nixon Administration has put forward 
as the ‘‘New Federalism.” Embellished with references to 
the “Second American Revolution” and "power to the 
people,” the policy appears to take the direction of de- 
centralizing the authority of the federal bureaucracy. A 
closer look at the actual mechanics of revenue sharing re- 
veals a very different reality (27). Along with bloc grants 
to ‘states and cities, there comes an elaborate array of 
management information and cost/benefit-accounting 
equipment that involves a more specific and formidable 
control than the previous conglomerate of categorical 
grant funds could ever have. The model seems to have 
been derived from such multinational corporate giants as 
International Telephone and Telegraph (ITT), wherein 
the rhetoric of decentralization and pluralization be- 
clouds strict and authoritarian control from the top in the 
form of highly professionalized cost-accounting tech- 
niques (28). A favored quotation of ITT's president, Har- 
old Geneen, is “I do not like surprises," a statement that 
epitomizes much of the attitude of Nixonian federalism. 

The redistribution of political and economic power is 
meaningless if the power residing in professionalism is 
not redistributed as well. [n recognition of this, two de- 
velopments emerged during the last decade that act as 
countervailing influences on the professionalization of 
power. These developments, advocacy and consumer 
control, have largely culminated in the self-help move- 
ment. Advocacy involved professionals bringing their 
skills to the poor and minority populations that could not 
ordinarily command them. Advocacy planning, neigh- 
borhood legal services, and free clinics were examples of 
that development. However, there continued to be a de- 
pendency by the consumers of these services on largely 
white, middle-class professionals whose commitment to 
services for the poor was often fleeting or laden with res- 
cue fantasies. In either case, the frustrated expectations 
and aggravated dependency provoked by such programs 
led to the more politically sophisticated development of 
community-consumer control of human services, where 
accountability was fixed in the clients themselves rather 
than in the social conscience of those few professionals 
who deigned to serve the poor. That experiment has not 
been given the opportunity to be tested out as the vision 
of the sixties has given way to the more sphinctered men- 
tality of the seventies. 

The self-help movement became the repository of the 
embers of that conception of human services (29) which, 
when fueled with the activist and youth culture energies 
from rock festivals and campus protests, became a bright 
and vigorous network of activity. 


THE DYNAMIC OF PEER INFLUENCE 


The cultural, historical, and political forces outlined 
above are not alone in their influence on the self-help 
movement. There is an intrinsic dynamic to the move- 


MATTHEW P. DUMONT 


ment that relies on the salience of peer influence on be- 
havior. The fascinating studies of Asche (30) merely pro- 
vided a social scientific baptism to the well-known 
phenomenon of peer group pressures on our response to 
the universe. By and large, we perceive, conceptualize, 
and behave the way our peers do; only those who are ex- 
traordinary bv defect or superiority deviate from peer-de- 
termined norms. Despite the enormous variability of the 
human condition, there appears to be a kind of social en- 
tropy at work, a tyranny of roles tacitly but irrevocably 
defined by peer pressure. Among adolescents in particu- 
lar, and with such apparently dissocial behavior as the 
abuse of drugs, peer group influence appears to be the 
most important factor in the decision to become in- 
volved (31, 32). Self-help programs see themselves as 
acknowledging that influence and presuming that peer 
pressure may provide not only the hope of a retreat from 
drug abuse but also a more meaningful socializing activ- 
ity than schocls. 

There seems to be some phylogenetic validation for 
this. Suomi, Harlow, and McKinney, in a compelling ar- 
ticle titled “Monkey Psychiatrists” (33), demonstrated a 
certain universality to the concept of peer-oriented ther- 
apy. They summarized the repeated failures to reverse 
the devastating effects of total social isolation on neo- 
natal monkeys. These unhappy animals were separated 
from their mothers at birth and placed in isolation cham- 
bers where they were deprived of all physical and visual 
contact with members of any species. There were 
profound defects in locomotive, exploratory, and social 
behavior. Sexual responses were absent. They were indif- 
ferent or brutal to their own young when artificially :n- 
seminated. Aggressive behavior was either self-directed 
or grossly inappropriate. They spent most of their time 
in such autistic-like behavior as self-clasping, huddling in 
corners, and rocking. This behavior would not improve 
with conditioning techniques or by adaptation to the test 
situation during isolation. The typical response of normal 
peers was continual aggression against the isolates. The 
unfortunate énimals appeared to be hopelessly and in- 
curably in a state similar to schizophrenia among hu- 
mans. 

However, the experimenters then exposed them to nor- 
mal monkeys who were three months younger than the 
isolates, too voung to exhibit aggressive behavior or so- 
cial interaction more complex than clinging and simple 
play. Within a week the isolates were reciprocating the 
clinging;. within two weeks they were initiating play be- 
havior; and in several months they were indistinguishable 
from the "therapist" monkeys. 

The authors concluded that social recovery can be 
achieved in subjects whose social deficits were once con- 
sidered to be irreversible by exposure to peers whose be- 
havior could be expected to elicit the desired response. 
"We did not rehabilitate the isolate subjects ourselves, 
nor is it likely that we could. The actual therapy was per- 
formed by our ‘monkey psychiatrists.'. .. These thera- 
pists were not professionals. They had received no formal 
training, nor were they reimbursed for their efforts by so 
much as one extra pellet of monkey chow" (33, p. 931). 
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SELF-HELP PROGRAMS 


While it remains for general systems theorists to ana- 
lyze the elements that conjoin these observations of mon- 
keys with the self-help movement, a recent statement by 
Gerald Caplan on support systems (4) helps provide a 
paradigm for what may be a universal sociobiological 
phenomenon. He quoted the epidemiologist John Cassel, 
who concluded an exhaustive study linking social dis- 
organization and disease in humans and animals with the 
statement: "The circumstances in which increased sus- 
ceptibility to disease would occur would be those in 
which ... individuals are not receiving any evidence that 
their actions are leading to desirable and anticipated con- 
sequences” (4, pp. 5, 6). 

. Caplan further quoted Sir Geoffry Vickers as con- 
cluding: “So the major threat at every level is the lack of 
what I have called an appreciative system sufficiently 
widely shared to mediate communication, sufficiently apt 
to guide action, and sufficiently acceptable to make per- 


sonal experience bearable” (4, pp. 5,6). Caplan then 


drew upon his own experience to hypothesize that the 
"quality of emotional support and task-oriented assis- 
tance provided by a social network" is the critical inter- 
vention in mental health. 

Caplan wrote: 


The characteristic attribute of those social aggregates that 
act as a buffer against disease is that in such relationships the 
person is dealt with as a unique individual. The other people 
are interested in him in a personalized way. They speak his 
language. They tell him what is expected of him and guide 
him in what to do. They watch what he does and they judge 
his performance. They let him know how well he has done. 
They reward him for success and punish or support and com- 
fort him if he fails. Above all, they are sensitive to his per- 
sonal needs, which they deem worthy. of respect and satis- 
faction (4, pp. 5, 6) 


There is no more precise and succinct statement of the 
essence of the self-help approach. 


MENTAL HEALTH PROFESSIONALS AND THE SELF- 
HELP MOVEMENT 


Those mental health professionals who are aware of 
the self-help movement and who appreciate its signifi- 
cance are concerned about how they can relate to it. Cap- 
lan predicted that this field would become a major focus 
of systematic research during the next decade. In the 
meantime he saw professionals making their contribution 
by helping to organize new self-help support systems and 
offering consultation to key members. To this I would 
add a sense of urgency. The self-help movement is the re- 
sult of so many forces that its growth can be said to be 
overdetermined. It has obvious implications for the plan- 
ning of mental health care, anticipated manpower needs, 
and the funding of human services. The more people rely 
on self-help programs for caregiving the less need there 
will be for professionals. Unless we can accommodate to 
and find some common ground with this movement, we 
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will become increasingly cloistered, self-serving, and ir- 
relevant. 

The movement itself will grow more extensive and 
more comprehensive; ultimately it will become confluent. 
Observers of the self-help phenomenon become aware of 
new expressions of it with each passing day. The pro- 
grams themselves are growing in sophistication based on 
their own accumulated skills and their increasing con- 
fidence vis-à-vis professionals. With that sophistication 
and confidence will come a boldness in confrontation 
with vested interests of the professional guilds that have 
assumed hegemony in the acquisition of public funds. 

The staffs, review groups, and advisory councils of 
public funding agencies tend to appear very like the 
people and agencies that receive the grant funds. Some of 
us have argued that they are the same people. Once the 
funding agencies come to represent the interests of self- 
help programs the competition for scarce resources will 
become more intense, with professional interests having 
to justify their prerogatives and salaries in the face of 
leaner, more energetic, and possibly more effective care- 
giving systems. 

Larger populations will become responsive to self-help 
methods. In a world where despair, frustration, and isola- 
tion seem to be normative, we will become more and 
more aware of the limitations of our traditionally defined 
professionalism in alleviating emotional suffering. Con- 
sider, for example, the growth in the divorce rate and the 
numbers of young men and women struggling to raise 
children, yearning for intimacy, alternating between re- 
sentment and guilt, and feeling profoundly alone. Con- 
sider the thousands of men whom society has chosen to 
incarcerate as criminals and then brand for the rest of 
their lives as enemies of the social order. Consider the 
millions of middle-aged, unaffiliated women desperately 
lonely in uncaring cities. Consider the elderly and the 
unemployed. What have we to offer these people except a 
randomly assigned diagnostic label and increasingly pow- 
erful technologies of behavior control which presume a 
defect within them? When they reach out to us we call 
them depressed and when they rebel we call them charac- 
ter disordered. We are most comfortable when we can 
call their situation masochistic, as if their misery were 
private, deliberate, and eroticized. If the self-help move- 
ment has any relevance to these populations, we would be 
serving our truest purposes by assisting it. 

In any case, the movement is growing stronger and will 
eventually organize. An indication of things to come is 
the development of the Massachusetts Association for 
Self-Help, which grew out of the youth and drug pro- 
grams supported by the Division of Drug Rehabilitation 
of the Massachusetts Department of Mental Health. The 
conference that resulted in this coalition should be de- 
scribed briefly because it illustrates the kinds of energies 
at work and exemplifies a role that the professional es- 
tablishment can play in assisting the movement. 

A planning committee of more or less arbitrarily se- 
lected program directors met regularly for six months, 
not only to work out the details of the conference but also 
to work through in miniature form the kinds of social-ex- 


pressive and political issues that the conference could be 
expected to engage. 

Dr. John Spiegel was asked to serve as consultant and 
moderator for the conference because of his considerable 
experience in the mediation of conflict and his transac- 
tional wisdom. Both were called upon when the confer- 
ence finally began in June 1972 on the Brandeis Univer- 
sity campus, Waltham, Mass. Representatives from 110 
programs spent 3 days and nights together. Each felt that 
his program was better than any other and was more in- 
adequately funded. They were all anxious about power 
and equity issues and bitterly resentful of anyone who 
presumed to speak for them. A black caucus, a Spanish- 
speaking caucus, a women’s caucus, a drop-in-center cau- 
cus, and a concept-house caucus emerged. There was ver- 
bal abuse, a fistfight, and rumors of weapons. The confer- 
ence was almost torn apart by a controversy about the 
alleged presence of marijuana. 

There had been an absolute deadline to the conference 
imposed by the expected appearance of the Governor of 
Massachusetts. By that time the participants had to agree 
on a resolution to present to him as well as a constitution 
and purposes for a statewide steering committee and re- 
gional coalitions. Barely minutes before the Governor ar- 
rived, agreements on all three were ironed out. 

When the Governor appeared, the group rose to its feet 
and with an exuberance that startled him a bit, shouted 
and applauded its welcome for a quarter of an hour. 
There were broad smiles and moist eyes. The room was 
filled with vibrations of warm energy. The Governor 
could not have known that the applause was not for him 
alone but for themselves as well. Coming out of a whole 
pantheon of vested interests, suspicions, competitiveness, 
pecking orders, and conflicting ideologies; carrying the 
baggage of sexual, racial, and social-class discrimination; 
angry, insecure, and vulnerable, they had managed to do 
something rare, difficult, and timeless. They had forged a 
community. 
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The Evolutionary Mechanisms of Neurotic Behavior 


BY A.D. JONAS, M.D., AND D.F. JONAS 


The authors present evidence that many of the maladap- 
tive behavior patterns labeled as neurotic result from 
man’s retention of archaic responses. This retention is the 
end product of man’s evolutionary history, which has 
produced a species that, in contrast to all others, requires 
a long period of immaturity to give the brain time for 
growth. Man’s slow developmental process has allowed 
his brain the plasticity to retain the potential for re- 
sponses developed along the whole evolutionary line. Ac- 
tuated by such factors as genetic disposition, training, 
and environmental conditions, these responses can take 
the form of maladaptive behavior patterns. 


IN THIS PAPER we intend to deal with an area of behavior 
that is customarily elided. Between the reception of a 
stimulus and the manifestation of a response there is a 
processing, a mechanism, or a channel that usually is not 
separated from the response. The way in which a stimulus 
is treated by an organism has direct bearing on the type 
of response produced. Moreover, treatment of stimuli, or 
way of dealing with stimuli, is governed by the nature of 
the organism. 

For the purpose of classifying the area of behavior to 
which we refer we shall borrow terms from computer lan- 
guage and define stimuli as “input,” responses as ‘‘out- 
put," and any mechanism or channel that serves to proc- 
ess stimuli and to produce responses as “throughput.” 
Psychoanalysts and their derivative schools are to a large 
extent primarily concerned with input. Behaviorists and 
psychopharmacologists occupy themselves with output. 
It is the evolutionist and the ethologist who is beginning 
to clarify the area of throughput—the area on which we 
wish to focus attention here. 

A characteristic feature of the human species is the 
very great variety and the infinitude of degrees of neu- 
rotic behavior to which its members are prone. The mani- 
fold symptoms of psychosomatic ailments are a part of 
this constellation and form a large subsection of it. Why 
should this be so? Although neurotic behavior can be in- 
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duced in other species by artificial means, it does not 
arise normally because animals have a repertoire of ste- 
reotyped responses that enables them to deal with per- 
plexing ambiguities. 

It is our view that consideration of the means by which 
our species took shape offers significant clues to the un- 
derstanding of this phenomenon (1). 

It is generally accepted today that new species take 
form by the differential timing of structural development 
(allometry) (2), which is governed by rate genes. In a spe- 
cies like the giraffe the acceleration of neck development 
relative to the development of other body organs (posi- 
tive allometry) in successive generations ultimately gave 
rise to the form that is familiar to us. Vestigial organs or 
their functions, like the tail in man or eyesight in the bat, 
are arrived at by selection for a slowing down of devel- 
opment of that structure or function relative to the devel- 
opment of the rest of the body (negative allometry). 


EVOLUTIONARY DEVELOPMENT OF MAN 


Homo sapiens has taken form by a very generalized 
slowing down of development, a prolongation of devel- 
opmental phases so marked that we experience the long- 
est relative and absolute period of growth of any primate. 
As a result our adult form consists of a very large number 
of retentions of features that were fetal in our ancestral 
stock (3, 4). 

Man's skin and nails are thin; his bones are light; his 
teeth are small; his head is at right angles to his trunk, a 
fetal position (which results in an upright stance that 
frees his hands); his face is flat; his body 1s unprotected by 
pelt or hide. All these features are characteristic of the fe- 
tal stages of other mammals. L. Bolk (3), a Dutch anato- 
mist, pointed out that of some 80 features that distinguish 
man from ape about one-third are present in the apes in 
their fetal phase. In the apes these features constitute a 
temporary stage that they pass through, but in human 
beings they are retained into the adult form. Since Bolk's 
time, many other fetalizations have been noted. 

Anatomical development does not take place in a vac- 
uum. Physiological processes must of necessity promote 
and accompany it. For mankind a most significant aspect 
of the retardation of developmental phases is the fact that 
the human neonate is less developed than the newly born 
of any other higher mammal. By comparison with the 
newborn of other species, in fact, it is about one year pre- 
mature (5). This applies to all phases of development 
such as the regulation of body temperature, coordination 


of muscles, ability to digest food, conversion of cartilage 
into bone, enzyme development, and so on. All this 
makes the human infant in effect a premature creature at 
birth, and therefore maternal care of an unusually high 
order must be given to allow for the survival of this frag- 
ile offspring. One might ask oneself why evolutionary 
pressures did not ensure a longer prenatal period for 
man, but one can see that a pregnancy extending beyond 
the nine-month period would not allow for the rapidly 
growing head to pass through the birth canal. Even at the 
nine-month stage the head barely accommodates itself to 
this narrow passage. 

This precarious situation is the price our species pays 
for the long period of immaturity during which the brain 
gains time for growth—-a prolonged period of plasticity is 
thus available for learning. The first phase of this period 
is the delay in the myelination of some of the neural fi- 
bers. 

The human infant's immaturity at birth obviously ne- 
cessitated selection of those early hominids that had the 
greatest propensity for nurturing. Human behavior is 
modified in a parallel fashion (6). The vital necessity for 
dependence and attachment (7) on the one hand and the 
gradual postponement of independent existence because 
of the increasing load of learning on the other have 
created a pattern of responses in man that has no parallel 
anywhere else in nature. Because of the ongoing process 
of infantilization, particularly visible in Western culture, 
concepts of what constitutes adult behavior are eroded to 
the point that in modern times, youthful attitudes in the 
middle-aged and even in the elderly have become the 
norm (8). 

Certain traits are the hallmarks of the young in other 
mammalian species. They are curiosity, a tendency to ex- 
plore their environment, and a propensity and an ability 
to learn. In these other mammals, however, playfulness, 
curiosity, exploratory behavior, and learning fall away as 
the animal reaches sexual maturity, while in man these 
attributes persist throughout life and; indeed, form the 
basis of behavior that we consider to be supremely “‘hu- 
man” (9). 

Moreover, other mammals in their youthful stages do 
not yet have the ability to adhere to the social conven- 
tions of their groups. This ability is completed only at 
sexual maturity. These mammals also do not feel stressed 
by crowding while they are immature. The necessity for 
spacing is an attribute of the mature. In man, adherence 
to social conventions is more loosely anchored and never 
becomes automatic, and tolerance for crowding is incon- 
sistent (1). 

That mankind is playful, learns, explores, and so on, is 
apparent and obvious to us all. But because we accept 
these traits as hallmarks of human behavior we fail to see 
that they are essentially youthful. In other species, they 
exist to prepare the young for the acquisition of adult 
skills and behavior. They would serve no purpose in the 
mature phase and therefore do not persist. 

These observations place man's adaptive behavior into 
context with his evolutionary development. However, 
mankind's retention of comparatively unspecialized mor- 
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phology and parallel plasticity of neurophysiological re- 
sponses has other consequences (10). 


EVOLUTIONARY DEVELOPMENT AND NEUROTIC 
BEHAVIOR 


The nervous system is an extremely conservative appa- 
ratus. It conserves in its organization the potential for re- 
sponses developed along the whole evolutionary line from 
the earliest times in much the same way as the genes con- 
serve all evolutionary phases. As new specializations are 
developed in species, older and less useful responses are 
pushed back and overlaid. But in man's morphologically 
unspecialized condition, most or all of the potentials fer 
the archaic responses to which he is heir remain open to 
him. These then are the channels for neural processing— 
the throughpu:— which govern the manifestation of the 
response (11). 

Before dealiag with neurotic behavior in the context of 
this evolutionary background, we must first acknowledge 
that “neurosis” is a term that lacks definition. What is 
sanctioned as normal in one microcultural setting may be 
anathema in a different one; what is encouraged as desir- 
able in one family may be unacceptable in another. By 
extension, what is thought of as neurotic in a given ethnic 
group may be considered admirable behavior among 
their neighbors. In general terms, we can say only that a 
neurosis is a pattern of behavior that is deviant from ac- 
cepted local and contemporary norms. This applies par- 
ticularly to character neuroses, less so to symptom neu- 
roses, and not at all to psychosomatic malfunction. 

Most neurotic responses arise in individuals ex- 
periencing conflictual situations. Conflictual situations 
are not specific to the life of mankind but are experienced 
by all species at some time or another. Ín other species, 
they are resolved by a system of built-in responses se- 
lected over eons of time to act as regulators for the social 
lives of the animals. Hierarchical orders of dominance 
and the inviolebility of territorial rights, both of which, 
once established, are adhered to in an inflexible manner, 
nip conflicts in the bud, but ambiguities may arise even in 
these areas. 

For instance, the stickleback, a fierce defender of his 
territory, shows great fighting spirit when he is in the cen- 
ter of his territory, but this diminishes as he approaches 
its border (12). Outside his territory he turns tail and flees 
when attacked. If this fish finds himself challenged at the 
border between his territory and his neighbor's he is 
caught in a choice of fighting or fleeing. In man this 
would create conflict, but the stickleback solves his di- 
lemma by displacing his responses into a gesture (he puts 
his nose down and his tail up—a posture that is part of 
his nest-building repertoire). Were this fish to maintain 
this response indefinitely we should refer to it as an obses- 
sive-compulsive neurosis. Another example is to be found 
in the rat. If a strange rat should intrude into his territory 
while he is eating, the rat's interest changes from eating 


. to attacking (13). The intruding rat flees, but the home 


rat's aroused attack behavior prevents him from immedi- 


Am J Psychiatry 131:6, June 1974 637 


EVOLUTIONARY MECHANISMS OF NEUROTIC BEHAVIOR 


ately resuming his meal and he begins to groom himself 
until the inappropriate emotion subsides. This innate re- 
sponse very efficiently allows the animal to cope with a 
conflict that in a natural state 1s short-lasting. 

In captivity, particularly when caged, an animal facing 
an opponent in a neighboring cage is forced to maintain 
the displacement response indefinitely, until he develops 
symptoms of neurotic behavior and eventually stress dis- 
ease. Thus the potential to respond neurotically exists in 
all living creatures, or, at least, it can be shown in the 
higher ones. 

If we expose any other individual animal to a frustrat- 
ing experience, we may expect to see a predictable re- 
sponse particular to its species. However, when man is 
exposed to frustration, conflict, or other traumata, he 
may respond in any one of a multitude of ways. This is 
possible in man because in his relatively unspecialized 
condition all the archaic pathways (throughputs) to 
which he is heir remain available to him. 


Physiopathological Mechanisms with Evolutionary 
Roots 


Cannon (14) sought the sources of psychosomatic ail- 
ments, but his original formulation that man stil! harbors 
the fight or flight reflex of his distant ancestors barely 
hints at the vast number of such responses. For example, 
to mention but a few: submission rituals; mock death; the 
disgorging of food; the diving reflex; changes in the distri- 
bution of skin pigmentation; hoarding; hibernation; self- 
elimination following loss of rank; the eliminatory func- 
tion of the skin; and eventration (11, 15). 

Submission rituals (16). These involve certain muscle 
groups and include lowering or turning away the head or 
cowering. Man inherits the potential for these responses 
(bowing the head is a customary form of deference), but 
they do not operate automatically in him as they do in 
other animals that have reached their mature stage. The 
submission response is present but, knowingly or un- 
knowingly, man may resist it. The neck muscles then re- 
ceive conflicting commands, one to lower the head and 
the other to hold the head high. This of course places the 
neck muscles in a continuous state of tension that, if un- 
relieved, results in functional or pathological changes. 
This may also apply to the back muscles, especially in 
those cases where a person involuntarily stiffens the back 
against an opponent who he feels is attempting to force 
him into submission. 

Mock death. This is a strategy employed by animals 
that do not have the capacity to flee or to fight (16). They 
avoid predators or any felt danger by simulating death. 
This involves tightening the throat, shutting down the res- 
piratory and circulatory functions to a minimum, and re- 
ducing the muscles to an atonic state. The constriction of 
the intercostal muscles restricts breathing, and the pecu- 
liar arrangement of the coronary arteries (end arteries) 
permits a rapid shutdown of the heartbeat. One must re- 
mind oneself here that if such an important muscle as the 
heart does not have the safety device of an anastomosing 
arterial net that the rest of the muscles have, this can only 
be because the ability to shut down its operation rapidly 
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was an important survival factor in our evolutionary an- 
tecedents. Thus some individuals, when interpreting cer- 
tain situations as threatening, are prone to respond with 
this throughput. These are individuals who, when hearing 
bad news, have a tendency to pale (vasoconstriction). The 
pain resulting from intense constriction of the intercostal 
muscles and the coronary arteries (chest pain and angina 
pectoris) indicates the operation of this mechanism. 

It is not without interest that we use the term anxiety 
(French, angoisse; German angst), which derives from 
the Latin word angustiae, meaning constriction (as of the 
chest), to express a feeling of foreboding, indicating that 
in some way early man was aware of the connection be- 
tween the physical state and the sense of fear. Ironically, 
the simulation of death that was life-preserving in our 
forerunners, archaic as the response now is, has become 
life-destroying in us. 

The disgorging of food orally or evacuating it rectally. 
This is a response to danger by some animals that rely 
upon rapid flight for survival. The expression of this re- 
flex in man is acute or chronic hypermobility of the gas- 
trointestinal tract. 

The diving reflex (17). As manifested in aquatic birds 
and marine mammals, this response slows their heart rate 
and thus promotes the conservation of oxygen, enabling 
them to remain under water for a longer time than would 
otherwise be possible. Human beings preserve this reflex. 
It can easily be demonstrated by’ placing the face under 
water; the action is accompanied by a slowing of the 
heartbeat. Some deaths in healthy persons following div- 
ing may be attributed to the operation of this reflex, given 
some predisposition in the person. 

Changes in the distribution of skin pigmentation. This 
reflex mechanism is used by some animals to avoid dan- 
ger by resorting to-camouflage. Similar changes in the 
color of the skin (fear melanosis) were observed during 
World War I in soldiers engaged in trench warfare (from 
which they could not flee) (18, 19). 

Hoarding. This pattern of behavior is evinced by some 
animals in response to the approach of adverse seasonal 
conditions. They forego the immediate consumption of 
food in favor of food storage in a reflexive response to 
seasonal cues. [t would be tempting to attribute all forms 
of hoarding and collecting in man, particularly those of 
an obsessive-compulsive nature, to the persistance of this 
reflex, but one has to recognize that hoarding is a com- 
plex social response. Nevertheless, we see in some indi- 
viduals who feel (or are) threatened by external calami- 
ties a tendency to gather up objects of no intrinsic worth. 
Extreme forms of hoarding by recluses, cases of which 
are sometimes reported in the daily press, are a clearer 
expression of the operation of this mechanism. 

Hibernation. This is another survival mechanism for 
coping with adverse seasonal conditions. It consists of 
weight gain prior to the onset of the season that threatens 
the animal's living conditions followed by a lowering of 
the metabolism and consequent sluggishness with pro- 
longed periods of sleep. In man we see this as a through- 
put mechanism in certain types of depression. A severely 
disappointed person who interprets his life situation as 


unpropitious may exhibit weight gain, sluggishness, iner- 
tia, and prolonged sleep (20). 

Self-elimination. This response is a significant link in 
the dominance-submission patterns of behavior that es- 
tablish hierarchy and govern social behavior in many spe- 
cies. In these species, animals that lose rank and with it a 
right to territory, to nesting sites, or the right to mate fre- 
quently become superfluous to their populations. The 
gesture of submission that they make to the dominant an- 
imal then sets into train an inhibition of aggression. This 
is a factor in causing the animal to be edged to the pe- 
riphery of its group and to aid in this process either di- 
rectly by nonretaliation when heckled or directly by re- 
moving itself from the center of action. Sometimes the 
animal goes into a state of shock and sometimes it wan- 
ders away from the group to become prey. This response 
also tends to lower resistance to parasitic infestations 
that normally would not be harmful. A feeling of loss of 
rank in human beings (possibly also the loss of a love ob- 
ject) sets up a similar train of response. We describe these 
symptoms, in which there is a loss of will to carry on, as 
another form of depression. The physiological expression 
of this syndrome is a breakdown of the immuno- 
protective mechanism with its attendant consequences. 
The extreme manifestation on the psychological level is 
suicide. 

Elimination through the skin. In lower forms of life 
this response is used in the absence of a kidney. Man's 
skin retains this function, particularly as an eliminatory 
agent for neurotoxic products. When the kidney is im- 
paired, the skin eliminates some of the accumulating am- 
monium salts. Beyond this, some individuals are appar- 
ently also prone to eliminate “psychotoxins” through the 
skin, giving rise to dermatoses (20). 

Eventration. This is a survival technique of some of the 
lower invertebrates (21, 22). For instance, when pursued 
by a predator the sea cucumber ejects its entire stomach 
as a decoy. This offering engages the predator and thus 
enables the sea cucumber to escape (it has the ability to 
grow another stomach when it is no longer harassed). A 
remnant of this reflex may be seen in man when individ- 
uals are under severe stress. A similar process advanced 
by psychophysiological mechanisms leads to a shutoff of 
circulation in a limited area of the stomach prior to the 
appearance of ulcers (11). 

This catalog is far from complete. We are.in the proc- 
ess of investigating other physiopathological mechanisms 
that appear to have evolutionary roots. 


CONCLUSIONS 


We may conclude that as they speciate, nonhuman 
mammals develop in their diencephalic structures new 
adaptive mechanisms that effectively displace earlier re- 
flexes. By contrast, our species has fashioned for itself 
survival mechanisms that are culturally conditioned and 
as such are mediated by the neocortical brain. So far as 
we know there are no new responses in man that origi- 
nate in the paleocortex, and therefore no competition ex- 
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ists in those structures which could obliterate older 
neurophysiological mechanisms. Instead, the diencepha- 
lic operations compete for expression with the relatively 
new neocortical ones that are not firmly embedded, 
largely because they are subject to decision. More often 
than not the neocortex is the loser. When we are alarmed 
our reason leaves us and our guts do the talking. 

Because of the retention of plastic youthful forms and 
physiology in man mentioned at the beginning of this pa- 
per, our species has at its disposal a potential for manv 
archaic reflex patterns. It is as if we could avail ourselves 
of a library containing printed programs and select the 
ones that fit our individual value systems. But once such a 
decision has been made the selected program becomes an 
integral part of the mind-body scheme of the selector and 
in turn determ:nes the nature of his emotional and psy- 
chophysiological responses. The task of the therapist 
consists of efforts to alter the program. 

To illustrate this concept let us look at two families. In 
one the children are imbued with the importance of 
standing their ground when physically attacked or ver- 
bally abused. In the other the children are taught to use 
reason to persuade an opponent or to influence him and 
achieve harmony by setting a good example. The neuro- 
physiological elaboration (the throughput) in response to 
social threats in the members of these two families will bz 
significantly different. The ensuing motor activity and 
other bodily expressions will follow divergent channels, 
and this accounts for the contrasting psychosomatic ail- 
ments that the members of these two families would suf- 
fer should they encounter insoluble conflicts. 

These mechanisms, the archaic remnants of the adapt- 
ive responses of our evolutionary forerunners, are present 
as a potential that can be actuated by such factors as ge- 
netic disposition, training, environmental conditions, and 
compensatory functions secondary to illness or physical 
handicaps, among others. Any archaic reflex lends itself 
to becoming the carrier of a conflict and thus to deter- 
mining its expression. It can happen in man, however, 
that the reflex fails to be adaptive; because of this, the ad- 
jective "neurotic" emphasizes its disturbing influence in a 
person's life. 

The slowing of developmental processes brought our 
species the infinite benefit of highly plastic mental func- 
tion. At the same time it opened the way for the emer- 
gence of the phylogenetically early responses that go to- 
gether with comparatively unspecialized youthful 
morphology. 

In conclusion we may observe that, as is the case with 
many polygenic factors, our species was saddled with a 
package deal: to attain exponential intellectual growth it 
had to settle for infantilization of form, inevitably ac- 
companied by many maladaptive behavioral patterns. 
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Charge to the Community : Some Early Effects of a State Hospital 


System's Change of Policy 


BY EDWIN ROBBINS, M.D., AND LILLIAN ROBBINS, PH.D. 


The current thrust toward community care in New York 
State has had a dramatic positive effect as local facilities 
have actively presented alternatives to long-term hospi- 
talization. But there have also been negative effects, some 
anticipated and some unanticipated, as local facilities 
have found it difficult to meet the needs of many patients, 
particularly those unable to make the transition from 
custodial care to living on their own. The authors discuss 
these developments in the light of New York City’s re- 
cent experiences with community psychiatry and offer 
some recommendations for similar transitions in other 
communities. 


IN THE PERIOD when long-term custodial care was con- 
sidered one of the best ways of helping chronic patients, 
New York developed a massive state hospital system that 
was capable of providing milieu therapy to more than 
90,000 patients at one time (1). More recently, New York 
has been in the vanguard of states that have begun to seek 
alternative methods of care—primarily through out- 
patient treatment in the community (2-5). 

The state has always demonstrated a progressive atti- 
tude in its responsibility to the mentally ill; it was the first 
to develop community mental health boards some years 
before the Community Mental Health Centers Act of 
1963 set a national goal of shifting from inpatient to out- 
patient services (6). Concern for the rights of patients was 
further expressed in the 1960s, when a Mental Health In- 
formation Service was created to safeguard the civil lib- 
erties of patients and to provide needed legal assistance 
for them (7). The current community-based outpatient 
treatment program, which is an outgrowth of these posi- 
tive antecedents, is expected to be extended further 
through the creation of a statewide unified service sys- 
tem. Once proposed legislation is enacted, this system 
will permit maximum patient care and minimal dupli- 
cation of effort throughout the state. 

In this paper we would like to report some of the 
progress as well as some of the difficulties, as observed 
from the vantage point of Bellevue, a municipal hospital 
with a large psychiatric division. Even though there were 
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comments in the 1950s and early 1960s about community 
clinics receiving state grants but not providing the serv- 
ices for which they were funded (8), local psychiatric hos- 
pitals (municipal and voluntary) were taken by surprise 
when the state unilaterally tightened admissions to state 
hospitals in 1968 (9). Local hospitals found themselves 
faced with increased demands for services just when their 
ability to use the state hospital as a dispositional outlet 
was reduced. During this period there was also a freezing 
of funds, so thet few of the new facilities that had been 
planned were developed; those in operation have rarely 
been able to function at the optimal level. However, the 
necessity for prompt action has had the positive effect of 
mobilizing concerned people in the mental health profes- 
sions to develcp plans for community support of the 
chronically ill. 


EFFECTS UPON LOCAL HOSPITALS 


A, major effect of the state's policy has been a reduc- 
tion in the state hospital census by about 7,000 patients 
a year since 1968. In that year there were 78,000 in- 
patients; in 1972, there were 49,600 (10). 

In addition to increasing the number of people who 
were discharged, the hospitals concurrently limited the 
number of admissions. In 1968, 44,000 people were ad- 
mitted, while only 31,000 were admitted in 1971. 

Because provisions for research were not developed 
when the programs were initiated, questions about the 
fate of discharged patients remain largely unanswered. It 
was the impression of the 12-member hospital committee 
of the New York County District Branch of the Ameri- 
can Psychiatric Association that there has been a high re- 
admission rate, with the local hospitals being asked to 
evaluate and find suitable disposition for former state 
hospital patients (11). Many of the patients who came to 
local hospitals for help saw the refusal of the state hospi- 
tals to admit them or the tendency to discharge them 
shortly after admission as the ultimate rejection. In addi- 
tion to the deleterious effect upon patients, the morale of 
the staff at the local hospitals was also affected because 
they felt they were duplicating work and were impoten: 
to provide services they perceived as necessary. Through 
the efforts of a group of concerned psychiatrists (the 
Manhattan Directors’ Group), criteria were developed 
that set minimum standards for admission to state hospi- 
tals and, later, regulations for enforcing them (12). 

The current state hospital policy has led to an ironic 
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twist. Local hospitals, originally designed to treat acutely 
psychotic patients, have been increasingly obliged to pro- 
vide long-term shelter to chronic patients, while state 
hospitals have emphasized that they are not custodial fa- 
cilities but are more concerned with the treatment of the 
acute and subacute patient. 

Interviews with former patients, their relatives, and 
hospital and Department of Social Services administra- 
tors have demonstrated that many of the patients who 
have been discharged earlier than might previously have 
been the case, or after long years of hospitalization, often 
have not been adequately prepared for discharge. Many 
cannot find suitable facilities in which to live; a large 
number have had to be relocated in new catchment areas. 
It has thus been necessary to define the responsibilities of 
hospitals for their former patients, since hospitals are 
concerned about census and do not want the responsi- 
bility of caring for new patients who may be added to 
their population base (13-15). 

The families of former patients are often unable to 
provide the necessary care for them. Much of the work in 
caring for them and also for people who no longer have 
families has to be done by the already overburdened De- 
partment of Social Services, which is operated by the 
city. The frequent lack of coordination between state hos- 
pitals and local welfare centers has meant that many 
patients with limited experience in fending for themselves 
have had difficulties in managing. If they are unable to 
obtain welfare, some have turned to local hospitals for 
assistance and have had to be readmitted until some bet- 
ter solution could be found. Thus, discharge from a state 
hospital has often come to represent the beginning of a 
start-and-stop process in which a number of facilities 
have become involved, rather than the end of psychiatric 
hospitalization. Because research funds are available to 
permit the state to study Bellevue's operation in depth, it 
will be possible to obtain data documenting many aspects 
of the hospital's functioning. Preliminary data show that 
20 percent of patients transferred from Bellevue to a local 
state hospital are readmitted to Bellevue within 60 days 
of discharge from the state hospital, and that 10 percent 
are readmitted to Bellevue within 10 days of dis- 
charge (16). 

One group, more excluded by state hospitals than any 
other, consists of patients with a chronic organic brain 
syndrome, particularly geriatric patients. For persons 
over 65 years old who can no longer manage on their 
own, nursing homes have become a prime residential fa- 
cility. The chronic shortage of beds has been exacerbated 
by the influx of psychiatric patients since 1968. The fed- 
eral government, believing that nursing homes are not in- 
tended for the care of ambulatory patients, is acting to 
block what it has defined as improper usage by withhold- 
ing funds (17). Local hospitals have been faced with the 
dilemma of filling beds reserved for acutely psychotic 
patients with geriatric patients until nursing home beds 
become avilable, or with sending patients home to wait 
until an opening occurs. In 1972 it was found that the ger- 
iatric population within the psychiatric division of Belle- 
vue had an average stay of 26.6 days in contrast to 14.1 
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days for all psychiatric patients. Patients waited for an 
average of 89 days before transfer to a nursing home, 
while the average stay for geriatric patients who did not 
go to nursing homes was 17.6 days (18). 

Geriatric patients are frequently retained in general 
hospitals because no psychiatric hospital will admit them 
unless there is overt psychosis. At Bellevue General Hos- 
pital, the intermediate care unit (with 130 patients) usu- 
ally has more than 115 patients over the age of 65. Place- 
ment in a nursing home takes between 30 and 69 
days (19). At voluntary hospitals there is considerable 
variability. At one, where most patients have private re- 
sources, nursing homes usually call when they have a va- 
cancy and readily accept the low percentage of indigent 
patients from the hospital. Another, which primarily 
treats indigents, may find that 10 percent of its 220 beds 
are occupied by patients with an organic brain syn- 
drome (20). In the past, these people could have been 
transferred to a state hospital, where they would have re- 
ceived care comparable to that of many nursing homes. 
Now, however, they present problems of disposition. 


EFFECTS UPON PATIENTS AND THEIR FAMILIES 


State hospitalization often came as a welcome relief 
when the care of a chronically psychotic or senile person 
became too much for a family. Our observations suggest 
that the present policy of community care puts enormous 
stress on some patients and their relatives, particularly 
when constant supervision is required or bizarre behavior 
interferes with routine family living. These problems are 
intensified when family resources are limited. 

In many cases it is typical for a patient to leave his 
family and live in a single-room occupancy hotel, sup- 
ported by welfare. In effect, this resolution may prove 
more isolating than if the patient had remained in a state 
hospital, since family interest often lessens and the hotels 
provide limited, if any, recreation and rehabilitation serv- 
ices. Many people return to local hospitals because they 
become discouraged about their isolated life and the min- 
imal attention they have received following discharge. In 
a recent survey undertaken at Bellevue, it was found that 
more than two-thirds of the applicants for admission 
lived alone and felt there was no one to whom they could 
turn for assistance. While aftercare clinics attempt to 
provide emotional support in addition to the routine dis- 
pensing of medication, the availability of help and the 
size of the facilities are not equal to the demand. 

An assessment of services undertaken at the time when 
New York was beginning to deemphasize state hospital- 
ization showed that no area of the country had yet devel- 
oped an adequate network of programs, even though 
there were some excellent centers (21). Today there is still 
a paucity of community agencies dedicated to the care of 
former state hospital patients in New York City. In 
many parts of the city psychotic people can be seen drift- 
ing aimlessly in an effort to kill time. They loiter in cor- 
ners and stoops, in doorways, and in railroad and bus ter- 
minals. Because many have been placed in hotels located 


in high-crime areas, some feel they must remain con- 
fined to their rooms lest they be assaulted or their posses- 
sions stolen. Although their discomfort is less obvious, 
they cannot be assumed to be thriving. It is sad to inter- 
view people who seek readmission to state hospitals be- 
cause they cannot stand their dismal hotel room or feel 
safer in a hospital than on the street. 


ECONOMIC ASPECTS 


The cost of mental health care has been tncreasing. In 
an effort to provide services without bankrupting itself, 
New York State began to press local communities to 
contribute and now matches expenditures for many 
patients not treated within the state hospital system. In 
addition, the federal government provides substantial 
reimbursement when indigent patients are treated. At 
present, 85 percent of Bellevue’s patients are supported 
by Medicare or Medicaid, 10 percent by other third-party 
funding, and the remaining 5 percent from personal 
funds. 

Despite the varied provenance of funds, not enough are 
presently available to develop and implement many nec- 
essary programs. The current belief is that it may prove a 
better strategy when deficiencies exist to have them pub- 
licly exposed rather than concealed behind the walls of a 
state hospital, as had been the practice in the past (22). 

The cost of treating the individual patient is difficult to 
assess in the absence of long-term follow-up information. 
Even within a large center such as Bellevue, it has been 
virtually impossible until recently to obtain data that 
might permit comparisons of the therapeutic effects of 
the six adult wards, which have different criteria for dis- 
charge as well as different therapeutic philosophies. Nor 
do we know if the patients who are not admitted seek or 
obtain help elsewhere or about the indirect costs and ef- 
forts by family members and other agencies concerned 
with the patient's well-being. 

Because the switch in emphasis to community pro- 
grams did not include sufficient funding for research, 
there is no way to tell how many patients have made a 
satisfactory adjustment to the community and how many 
are self-supporting or living on welfare at a lower cost 
than would have been the case had they remained within 
the hospital. However, for those who make extensive use 
of the revolving door, it may turn out that the annual 
costs for their care are considerably greater than if they 
had remained within a state hospital until they received 
the maximum therapeutic benefit. 

There are many difficulties in planning programs be- 
cause of pressures secondary to funding, census, and un- 
certainty about the locus of responsibility. It would be 
cheaper to place a geriatric patient in a state hospital 
than in a general hospital until placement in a nursing 
home could be made. However, state hospitals have 
found it even more difficult than general hospitals or lo- 
cal psychiatric hospitals to place patients in nursing 
homes both because it is uncertain whether ambulatory 
patients with mental illness may be treated in nursing 
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homes and because nursing homes prefer to care for non- 
state hospital patients. Even so, a high percentage of 
nursing home patients have had a history of psychiatric 
hospitalization. At one time, in order to relieve the stress 
upon community facilities, thought was given to the pos- 
sibility of using empty state hospital buildings for geriat- 
ric patients, with the city and state sharing the costs. 

Nearly two years ago, New York State announced that 
it intended to close the service that treated Manhattan's 
nonpsychotic alcoholics. Approximately 1,000 transfers 
are made each year from Bellevue to a distant state hos- 
pital, which provides detoxification and sustenance for a 
period of approximately 20 days before returning the 
patients to the city. The state changed its plan when it 
was pointed out that no comparable services existed 
within the city to care for these people and that their very 
survival was at stake. As a result, groups representing 
state and municipal hospitals met in order to develop a 
program within Manhattan to care for the Bowery-type 
of alcoholic. Even though the proposed program is a 
compromise, its existence demonstrates that preplanning 
involving providers of service can protect the needs of the 
majority of patients. Most important is the fact that 
patient care has not been affected while the new program 
is being developed. One of the major disagreements 
among the planners concerned the possibility that the 
new program might cost considerably more than the old, 
since some people who had previously been treated for 
$35 a day might be treated for as much as $180 a day in a 
local detoxification facility. 

To the extent that some formerly hospitalized patients 
can live more comfortably outside of a state hospital and 
be more productive than before, the community pro- 
grams will ultimately prove to be humanely as well as fi- 
nancially sound. But today, when one looks at the people 
who have not done well, it becomes apparent that some 
changes have been made too rapidly and without enough 
consideration of the consequences for people who have 


. not been well served by the emphasis on community pro- 


grams. 


POSITIVE EFFECTS 


One of the state’s major goals in instituting the policy 
of active local treatment was to make it necessary for 
communities to provide for the care of former state hos- 
pital patients and to prevent recently admitted people 
from becoming long-term custodial cases. For a variety 
of reasons, local communities were slow to respond. 
When they recognized the importance of cooperation and 
the urgent need to develop new facilities and expand 
existing ones, many planning groups were created. A ma- 
jor gain has been the exchange of ideas and the estab- 
lishment of feelings of mutual trust among the personnel 
of participating institutions. This has been particularly 
important since in the past there had been no overall 
coordinating group for voluntary, private, municipal, and 


"state agencies (23). The New York City Department of 


Mental Health and Mental Retardation has begun to de- 
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velop a series of programs to integrate services and pro- 
vide a more unified delivery system. In anticipation of 
unified services, there has been increased cooperation be- 
tween this department and the local services division of 
the state Department of Mental Hygiene in the hope of 
decreasing or eliminating past duplication and gaps in 
service. 


COMMENTS AND RECOMMENDATIONS 


— We have described some of the problems encountered 
when a large system that assumed responsibility for more 
than 70,000 people rapidly discharged thousands of them 
to the more limited facilities of local communities. In 
New York City, where insufficient residential or out- 
patient facilities existed, the problems of providing ade- 
quate care were compounded by the lack of comprehen- 
sive planning prior to the state's introduction of its new 
program. In the years since the program was introduced 
there has been considerable reorganization, but only the 
first steps toward providing services have been taken. It is 
still not clear to what extent planning will be hampered 
by developing programs within each catchment area 
rather than by making a major effort to utilize all the 
city's resources for all its citizens. In describing the devel- 
opment of programs in Milwaukee, Matek (24) pointed 
out the many problems that are encountered when strict 
adherence to the catchment concept necessitates ex- 
pensive duplication. In smaller, less populated areas 
where there are fewer patients, similar problems may 
arise because of the scarcity of funds and programs. 

When custodial programs are to be phased out, it is 
necessary to develop viable alternatives before the ter- 
mination of existing programs. The Joint Commission on 
Mental Illness and Health emphasized that many pro- 
grams are necessary if a person with major mental illness 
is to maintain himself in the community: “Therefore, af- 
ter-care and rehabilitation are essential parts of all serv- 
ices to mental patients, and the various methods of 
achieving rehabilitation should be integrated in all forms 
of service, among them day hospitals, night hospitals, af- 
ter-care clinics, public health nursing services, foster fam- 
ily care, convalescent nursing homes, rehabilitation cen- 
ters, work services and ex-patient groups" (25). In 
addition, it is necessary that provision be made for indi- 
vidual therapy if a well-rounded program is to be created. 
Accumulating evidence indicates that aftercare programs 
that structure their role primarily around the administra- 
tion of medication are not as effective therapeutically as 
programs that provide more active support for the 
patient and his family (26). 

While the state's plan to discharge chronic patients in 
order to galvanize local communities into action has 
proven successful, there has been considerable discomfort 
for many patients and their families during the initial 
phases. For some, it is likely that more cohesive and com- 
prehensive planning would have been more humane. 
Even though many new community services have been 
developed, the concomitant freeze in funds has meant 
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that their scope has been. inadequate ior the patients' 
needs. 

In addition, there has been a higher Expedia of the 
value of community programs than circumstances war- 
rant. That these issues are not restricted to the local scene 
may be attested to by a recent evaluation of community 
psychiatry in England. The Royal College of Psychia- 
trists stated: “It is only since 1957 that the concept of 
care of the mentally disordered within the community be- 
came accepted policy .... The subsequent development 
has been uneven and decisions have been taken, based 
more upon intuition than knowledge, research and expe- 
rience" (27). 

Unfortunately, state hospitals haved never been suffi- 
ciently funded or staffed to provide more than custodial 
care for the majority of their patients. [t seems impera- 
tive to give community programs sufficient financial 
backing to make it possible to offer better alternatives 
than the administration of pills and limited therapeutic 
contacts. 

Finally, just as concern for the civil liberties of patients 
played an important role in the reevaluation of the prin- 
ciple of long-term incarceration within state hospitals, 
greater concern should be given to the rights and respon- 
sibilities of patients' families and the citizens who come 
into contact with ex-patients and help pay for their sup- 
port. While state hospitalization as a major mode of cop- 
ing with mental illness has not been an optimal solution, 
it is to be hoped that it will remain available to those for 
whom it is most appropriate, and that professionals will 
develop better guidelines for helping patients and their 
families cope with the stress of mental illness. 
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Studies of EN-1639A (Naltrexone): A New Narcotic Antagonist 


BY RICHARD B. RESNICK, M.D., JAN VOLAVKA, M.D., ALFRED M. FREEDMAN, M.D., AND MURIEL THOMAS, R.N. 


The narcotic antagonist EN-1639A (naltrexone) was 
studied in 37 heroin addicts and found to be clinically 
useful, with a low incidence of side effects, lack of tox- 
icity, high degree of acceptability to the patient, and ca- 
pacity to antagonize the euphoric effects of heroin for up 
to 72 hours after a single oral dose. These findings pro- 
vide a basis for expanding studies of the clinical efficacy 
of naltrexone in the treatment of opiate dependence. 


DURING INDUCTION to maintenance levels of cyclazocine, 
which is the narcotic antagonist most widely used for the 
treatment of heroin addiction, patients may experience 
dysphoric effects. Although tolerance to this agonistic ac- 
tivity develops, the presence of these effects has been a 
limiting factor in cyclazocine’s acceptance as a treatment 
modality. The narcotic antagonist naloxone, although 
virtually devoid of agonistic activity, has a duration of 
action too short for general clinical usefulness. 

On the assumption that the longer duration of activity 
of cyclazocine might be related to the n-methylcyclopro- 
pyl side chain on the benzomorphan molecule, a similar 
n-methylcyclopropyl substitution of naloxone was syn- 
thesized by Endo Laboratories. This compound, naltrex- 
one, was found in preliminary studies to be free of major 
agonistic activity, with a dose of 50 mg. per day produc- 
ing a degree of blockade to the effects of morphine com- 
parable to 4 mg. per day of cyclazocine (1). 

This report summarizes the results of a study under- 
taken to assess the clinical effects of naltrexone, the dura- 
tion of its narcotic blocking activity, its acceptability to 
patients, and its usefulness as a treatment for heroin ad- 
diction. The subjects were 37 patients from a special 
study ward of Kirby Hospital in New York City who 
were detoxified from opiates and induced to naltrexone 
between January and April 1973. 
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College, 5 East 102nd St., New York, N.Y. 10029, where Dr. Resnick is 
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METHOD 


The patients were volunteers and were addicted to ei- 
ther heroin or methadone at the time of admission to the 
program. Some patients volunteered for treatment fol- 
lowing a period in a methadone maintenance program. 
One patient had previously been maintained on 10 mg. 
per day of cyclazocine. 

The patients ranged in age from 21 to 40 years 
(mean = 28.3 years). They were predominantly black or 
Puerto Rican, of low income and low education levels, 
and had a high incidence of unemployment and use of 
public assistance. Their opiate addiction had lasted from 
2 to 20 years. 

Before starting on naltrexone, the 37 patients were de- 
toxified from opiates with decreasing doses of meth- 
adone. They were then kept drug free for at least one 
week before the administration of naltrexone. During 
this time each patient received a complete physical exam- 
ination and the following laboratory tests: chest x-ray, 
SMA-6, SMA-12, complete blood count, reticulocyte 
count, platelet count, erythrocyte sedimentation rate, and 
urinalysis. These examinations were repeated before 
each patient's discharge from the hospital and at monthly 
intervals thereafter. Patients were followed in the out- 
patient clinic, where they were maintained on naltrexone 
at daily doses of 120 mg. to 200 mg. 

All patients received placebo naltrexone before start- 
ing on active medication. A symptom checklist was com- 
pleted at least every other day beginning with the first day 
on placebo. During the latter half of this study we incor- 
porated the procedure of administering intravenous nal- 
oxone (0.4 mg.) at least one day before the patient began 
active naltrexone. This was done to test for precipitated 
abstinence symptoms that might be mistaken for naltrex- 
one side effects. 

The patients’ blood pressure, temperature, and pulse 
were measured before they received medication and every 
hour for six hours after medication while they were re- 
ceiving placebo naltrexone, on their first day of active 
naltrexone, and on days when their naltrexone dose was 
increased (except for the initial six patients, for whom 
these measurements were taken every day). 

The naltrexone was administered as a single oral daily 
dose. Initial subjects were given a starting dose of 20 mg. 
per day. Subsequent patients were started on 30, 40, or 50 
mg. per day. The daily dose increments were 10 or 20 mg. 
per day. 

Patients were stabilized for three to five days at vary- 


ing dosages during this induction period before being 
tested for narcotic blockade by the intravenous adminis- 
tration of heroin. Twenty-seven patients received heroin 
challenges; these were done before induction to naltrex- 
one and at 6 hours, 24 hours, 48 hours, and 72 hours after 
the patient received various doses of naltrexone (not all 
27 patients received all the challenges). The patients re- 
ceived placebo on the days before the 48-hour and 72- 
hour challenges. Following the challenges they were given 
the next scheduled dose of naltrexone. 

Just before the patients received the heroin, their pu- 
pils were photographed after three minutes accommoda- 
tion to the dark. We used a specially designed Polaroid 
camera with electronic flash. An aqueous solution of 10 
mg./cc. of heroin was then freshly prepared. The test 
dose of 2.5 cc. (25 mg.) of heroin was administered intra- 
venously over a period of 15 to 20 seconds. Another pho- 
tograph of the pupils was taken in five minutes—again, 
after accommodation to the dark. 

We then determined the subjective effects of the in- 
jection through. the use of a heroin effects questionnaire. 
Depending on the results of the initial post-naltrexone 
challenge the patient was either maintained on the same 
dose of naltrexone and challenged again after a longer in- 
terval or inducted to a larger dose before being chal- 
lenged again. Some patients also received placebo chal- 
lenges by intravenous administration of saline. 

Ten of the patients were abruptly withdrawn from 200 
mg. per day of naltrexone, after receiving the medication 
for three to eight weeks, by substitution of naltrexone 
placebo for five days. Following this withdrawal period 
they were reinducted on active medication with a starting 
dose of 50 mg. 


RESULTS 


Untoward Effects During Initial Two Days on Naltrex- 
one 

Approximately 30 percent of the patients (13 out of 37) 
experienced some untoward effects during the two days 
following the first dose of naltrexone. Only those effects 
that failed to occur while patients had been on placebo 
were taken into account. Six patients felt tired or slug- 
gish, seven felt nervous or irritable, and nine had diffi- 
culty falling asleep at night. These effects were rated as 
mild or moderate in intensity and in most instances sub- 
sided within a few days, even with further increments in 
dose. Gastrointestinal symptoms were reported by five 
patients: Two complained of abdominal pains, two had 
nausea, and one vomited after meals. 

The other 24 patients reported no effects after starting 
active naltrexone. No patient reported the persistence of 
effects following stabilization on a fixed daily dose. 

Our clinical impression is that these untoward effects 
máy, in part, have been the result of precipitated absti- 
nence from the opiate. This is supported by the following 
observations: 

l. After the initial dose of naltrexone the frequency of 
gastrointestinal upset decreased with increasing doses. 
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2. The untoward effects noted were similar to those 
that occur during protracted drug abstinence. 

3. The incidence of untoward effects was lower in 
patients who entered the study after we introduced test- 
ing with naloxone, even though these patients received 
larger initia] doses, and fewer untoward effects were evi- 
denced at a starting dose of 50 mg. (4 out of 17, or 24 
percent) than at 25 mg. (9 out of 20, or 45 percent). 

4. Of seven patients who received their starting dose of 
naltrexone four weeks or more after their last opiate 
dose, none experienced any untoward effects. 

5. Of four patients who initially experienced some un- 
toward effects at a 20-mg. starting dose, none experi- 
enced any untoward effects when reinducted on 50 mg. of 
naltrexone after five days on placebo to test for nal- 
trexone withdrawal reactions. 

One patient reported that he was “tripping, like on 
LSD," following an initial dose of 40 mg. This effect to- 
tally subsided within 60 seconds after he was given 0.4 
mg. intravenous naloxone. This patient had taken LSD 
five times in the past two years (the last time being six 
months earlier); this LSD-like effect began after he 
smoked marijuana before receiving naltrexone and be- 
came intensified about one-half hour after the naltrexone 
was administered. 


Untoward Effects During Period of Daily Increments 


Twenty-two of 34 patients experienced no untoward ef- 
fects while the dose was being increased to a daily dose of 
120 to 200 mg. 

We found no consistent difference between the i1- 
cidence or intensity of untoward effects appearing wizh 
10-mg.-per-day increments as compared to 20-mg.-per- 
day increments. There appeared to be wide individual 
variation in dose response. Effects reported during the 
increment periods were transient and were the same as 
those which occurred following the initial dose—i.e., feel- 
ings of being tired or sluggish, feeling irritable, and hav- 
ing difficulty sleeping. These effects subsided sponta- 
neously or were relieved by the addition of 10-20 mg. per 
day of diazepam. 

One patient who had no complaints when receiving in- 
crements of 10 mg. per day as he was inducted to 120 
mg. per day developed symptoms of feeling “not right," 
"hike I wasn't here,” “floating,” inability to concentrate, 
and slight dizziness when the increments were increased 
to 20 mg. during his succeeding induction to 200 mg. per 
day. 

Five patients complained of abdominal cramps, some- 
times accompanied by mild nausea, but had no vomiting 
or changes in bowel habits. These complaints were vari- 
able and appeared to be unrelated to dosage. 

One patient with a history of duodenal ulcer experi- 
enced the severe epigastric pain typical of his previous vl- 
cer attacks; this was relieved by antacids. He had a nega- 
tive upper-gastrointestinal and gall bladder x-ray series. 
Headache was a fairly common transient symptom. 


Toxicity 


Blood pressure appeared unchanged at all doses, with 
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TABLE | 


Blockade of Subjective Effects of 25 mg. Heroin at Varying Times and with Varying Doses of Naltrexone* 


TUTTO oT I TE CC NTE a e e A e 


Time of Challenge 





Dose 6 Hours 24 Hours 48 Hours 72 Hours 
20 mg. 2 blocked 2 not blocked 
2 not blocked 
40 mg. 3 blocked 
4 not blocked 
50 mg. 3 blocked 
60 mg. 1 blocked | not blocked 
80 mg. 4 blocked | blocked 
2 not blocked 
120 mg. | blocked 9 blocked 6 blocked 5 not blocked 
160 mg. 3 blocked 5 blocked | blocked 
2 not blocked 
200 mg. l blocked 3 blocked** 4 blocked 
2 not blocked 5 not blocked 





*This includes the results of 72 challenges performed on 26 subjects and excludes results for one subject, whose results are given in table 2. 
One subject was originally not blocked at this dose and time; on rechallenging he was blocked. 


the suggestion of a trend toward narrowed pulse pressure. 
Heart rates fluctuated without apparent relation to dos- 
age. There appeared to be no fluctuations in body tem- 
perature related to dosage. 

Two patients with mild hypertension showed no signif- 
icant blood pressure changes related to naltrexone. Con- 
trol of their hypertension was maintained with diuretics 
(Hydrodiuril, Aldactone) and, for one of them, reserpine 
in addition. No adverse drug interactions were noted with 
naltrexone. 

Changes in laboratory tests were not statistically sig- 
nificant or indicative of toxicity. 


Withdrawal Effects 


No withdrawal effects were noted before the 48-hour 
and 72-hour challenges at naltrexone doses ranging from 
60 mg. to 200 mg. 

Of the 10 patients abruptly withdrawn from 200 mg. 
per day of naltrexone by substitution of placebo for five 
days, 8 experienced no effects during the withdrawal pe- 
riod. One patient accurately differentiated placebo from 
active medication. During the placebo days he com- 
plained he felt “bad,” tired, sluggish, and had headaches. 
One patient had abdominal pains and chills for one day, 
beginning one-half hour after his first dose of placebo. 


Blockade to Heroin 


When heroin challenges were done prior to patients' 
receiving the antagonist (N = 12), all patients reported 
feeling “high.” The amount of money they stated they 
would be willing to pay for the heroin "shot" ranged 
from 5 to 20 dollars, with a mean of 12 dollars. After 11 
placebo challenges by intravenous administration of sa- 
line, no patient reported he felt “high,” and all patients 
placed a zero dollar value on the "shot." 

Table 1, which excludes one patient reported sepa- 
rately, summarizes the results of 72 heroin challenges 
done at varying time periods after specified doses of nal- 
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trexone in 26 subjects, using the patients’ subjective re- 
ports as the criterion for blockade. Patients who did not 
report experiencing a "high" from the heroin and who 
valued the *'shot" at zero dollars were rated as blocked. 
Patients who reported feeling “high,” appeared sleepy or 
"high," or placed a dollar value on the “shot” were rated 
as not blocked. 

All patients in this group reported experiencing com- 
plete blockade 24 hours after a 50 mg. or larger dose of 
naltrexone. All but two patients reported blockade 48 
hours after a 120 mg. or larger dose. One of these two 
patients was subsequently rechallenged 48 hours after re- 
ceiving 200 mg. of naltrexone and evidenced blockade. In 
four out of nine trials blockade was reported 72 hours af- 
ter a dose of 200 mg. 

One patient required 200 mg. per day of naltrexone to 
achieve blockade at 24 hours. Six additional challenges 
done on this patient at various time periods and with - 
varying doses of naltrexone indicated that he was receiv- 
ing no or only partial protection from heroin effects 
(table 2). The subjective effects he reported, however, de- 
creased with increased doses of naltrexone. This last find- 
ing is consistent with results obtained from other subjects 
who received multiple challenges. 

We found pupillary constriction to be a highly sensitive 
index of heroin effect. No patient reported effects from 
heroin without having associated pupillary constriction. 
Some had slight pupillary constriction with absent or 
minimal subjective effects. The average pupillary con- 
striction in the challenges reported by patients as blocked 
was 0.87 mm. In the nonblocked challenges, the average 
constriction was 2.22 mm. The average pupillary con- 
striction after 25 mg. of heroin in patients unprotected by 
naltrexone was 4.10 mm. There was a positive relation- 
ship between degree of pupillary miosis and subjective ef- 
fects as measured by the amount of money the subject 
stated he would be willing to pay for the “‘shot” (see fig- 
ure 1). 


TABLE 2 
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Subjective Effects of 25 mg. Heroin on One Subject at Varying Times and with Varying Doses of Naltrexone* 


Dose 
Effects 20 mg. 40 mg. 80 mg. 120 mg. 160 mg. 200 mg. 
6-hour challenge 
Blockage Not blocked 
Value of shot $10 
Heroin effect score 9 
24-hour challenge . 
Blockage Partial Partial Partial Blocked 
Value of shot $5 $3 $2 $0 
Heroin effect score 3 2 Not available 0 
48-hour challenge 
Blockage Partial Partial 
Value of shot $5 


Heroin effect score 


Not available 


* Before receiving naltrexone the subject was willing to pay $15 to $20 for a heroin shot and scored 14 (out of a maximum score of 15) on the heroin effects questicn- 


naire, 


FIGURE 1 

Means and Total Ranges for Decrease in Pupillary Diameter After 
Intravenous Heroin Versus Amount of Money Subject Would Be 
Willing To Pay for a Single "Shot" 
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DISCUSSION 


Narcotic antagonists have been shown to be effective - 


therapeutic agents in the treatment of opiate depen- 
dence (2-3). Their use is based upon a conditioning the- 
ory of narcotic addiction (4). For the period in which the 
narcotic antagonist is taken the detoxified addict is pro- 
tected against readdiction and can be engaged in a reha- 
bilitation program during which his conditioned drug- 
seeking behavior may be altered. Following this period of 


treatment the narcotic antagonist can be discontinued 
without the patient's experiencing withdrawal effects. 

The relative absence of dysphoric effects of naltrexone 
and its ability to provide effective narcotic antagonism 
for 24 hours 7ollowing a single initial dose (50 mg.) for 
most patients, without the need for a slow induction 
schedule, as is the case with cyclazocine, makes it a po- 
tentially more useful therapeutic agent. 

Furthermore, the relative ease with which patients can 
be inducted to doses providing effective narcotic antago- 
nism for 72 hours is advantageous when compared with 
cyclazocine (5). The untoward effects reported in this 
study may in part be due to precipitated abstinence 
symptoms, to which they are similar (6). 

In this report no attempt has been made to analyze the 
degree of blockade experienced by patients who were not 
completely blocked. Even a mild or transient heroin ef- 
fect was rated as not blocked. It is likely that under clini- 
cal conditions there would be a greater incidence of nar- 
cotic blockade (after an equal time period and equal 
naltrexone dose) because the amount of pure heroin used 
by addicts in the streets is most frequently less than 25 
mg. per injection. 

We are currently studying the effects of parenterally 
administered naltrexone, including the relationship be- 
tween plasma levels of the medication and its narcotic an- 
tagonist effect. These studies may help elucidate the ex- 
tent to which individual variations in narcotic blocking 
activity are due to gastrointestinal absorption or meta- 
bolic factors and also may provide a basis for judging the 
feasibility of incorporating naltrexone into a slow-release 
implant. 

To be clinically useful in treating opiate dependence a 
narcotic antagonist should be orally effective, non- 
addicting, and should provide blockade to heroin for 
more than 24 hours following a single dose. Naltrexone 
appears to fulfill these criteria. 
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CHESTER M. PIERCE, M.D., AND JAY T. SHURLEY, M.D. 


During the 6-month Antarctic winter “night,” the 22- 
man South Pole station is one of the most extreme envi- 
ronments known to man. The authors used this environ- 
ment as a laboratory to study two discrete behavioral 
phenomena, "staring" and "drifting." They present the 
first formal descriptions of these two altered states of 
consciousness, test etiological hypotheses concerning thy- 
roid and thiamine function, and raise questions about the 
relationship of these novel behaviors to clinical states of 
depression. They suggest the possibility of adaptational 
or pathological analogues of these behaviors in environ- 
ments less obviously extreme, i.e., mental hospitals, pris- 
ons, isolated occupations, and ghettos. 


THE USE OF AN EXTREME ENVIRONMENT as a laboratory 
for the investigation of human adaptation offers a pow- 
erful mechanism for elucidating discrete behavioral phe- 
nomena less appreciated in more mundane settings. The 
environment of a small station in the Antarctic during 
the winter represents one such laboratory. 

Anecdotal reports from Antarctica have noted two dis- 
crete behavioral phenomena, "staring" and "drifting"; 
both seem to be related to alterations in consciousness. 
Rohrer (1) described a phenomenon that he designated 
"long eye," characterized by a “‘twelve-foot stare in a 
ten-foot room." He believed such "staring" resulted via a 
process of social extrusion in the small-group setting that 
typifies Antarctic stations during the winter. Further an- 
ecdotal accounts of staring have suggested that it is char- 
acterized by a state of mental blanking, which is sought 
almost in an obligatory fashion and yet is capable of 
being postponed. Peers are supposedly capable of detect- 
ing the behavior but social protocol dictates that one does 
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not interrupt the quiescent individual. The duration ofthe 
behavior has been reported as quite variable; resumption 
of activity seems easily achieved. 

“Drifting,” according to lay reports, is distinguished 
by a more continuous, fixed behavioral change in which 
the subject becomes detached and apathetic and demon- 
strates a reduction in cognitive acuity and general level of 
attentiveness. Unlike staring, this phenomenon does not 
seem to be transient and episodic. 

Neither of these behavioral phenomena has been the 
focus of objective study. Accordingly, we decided to con- 
duct a field investigation at the geographic South Po:e 
designed to accomplish the following three objectives: 1) 
a qualitative and quantitative description of the phenom- 
ena, 2) the delineation of possibly relevant biographical 
and psychological factors, and 3) an exploration of spe- 
cific biochemical hypotheses concerning etiology. 

The extreme environment used as the laboratory for 
this work was the South Pole station, located on a high- 
altitude (9,18€ ft.) desert with a mean annual temper- 
ature of -57 F. This station, maintained for scientific re- 
search, is inaccessible eight months of the year during the 
Antarctic "night." Contact with the outside world is lim- 
ited to short-wave radio. The adaptation of the 22-man 
wintering party is made difficult not only by the relentless 
climatic and geographical conditions but also by the 
sense of psychological and spatial isolation an individual 
may feel when he is quite literally at the end of the earth. 

Several investigators have documented behavioral and 
physiological aberrations in men wintering in the Antarc- 
tic (2-4). Others have agreed that sleep disturbance, irri- 
tability, cognitive impairment, and depression are regular 
Occurrences in the wintering experience in Amntarc- 
tica (2, 5-8). 

Natani and associates (3) have shown that personnel at 
the South Pole lose stage IV sleep; Kales and asso- 
ciates (9) demonstrated the loss of stage IV sleep in hypo- 
thyroid subjecis. The striking similarity between behav- 
ioral change in Antarctic personnel and that seen 
frequently in hypothyroidism (10), in conjunction with 
the stage IV sleep loss, raised the possible role of thyroid 
dysfunction in the genesis of staring and drifting. Victor, 
Adams, and Collins (11) described a "staring, blank 
look" in 40 percent of a series of subjects with severe 
thiamine deficiency. In a nutritional survey conducted at 
the South Pole in 1970 (12), 36 percent of the 14 men sur- 
veyed had results suggestive of a functional thiamine 
deficiency. Hence, we undertook studies to test hypothe- 
ses that thiamine deficiency or thyroid hypofunctioning 
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could result in staring and/or drifting. 


METHOD 


We initiated a pilot study in 1971 designed to explore 
Antarctic veterans’ objective and subjective accounts of 
staring behavior. The results of this pilot project led to 
the development of the questionnaire used in 1972 field- 
work. This questionnaire consisted of 52 biographical 
items, 10 items dealing with prior awareness of the phe- 
nomenon, and 55 questions related to descriptive ac- 
counts (subjective and objective) of the phenomenon. The 
biographical section asked about age, job (Navy or scien- 
tist), marital status, religion, hobbies, educational level, 
weight, weight change, sleep change, and the use of med- 
ications, vitamins, alcohol, and tobacco. In addition, the 
veterans were asked the following questions: “Have you 
become depressed during the winter?” “Did you move 
and think more slowly as the winter went on?" Each of 
these questions required an affirmative or negative re- 
sponse. A final section of the questionnaire requested the 
subject to rank-order colleagues in terms of the five men 
who stared the most and the five most depressed. 

During the first week of November 1972, two investi- 
gators went to the South Pole on the first flight of the 
year that reopened the station after eight months of isola- 
tion. The entire 22-man complement of the station (14 
Navy men and 8 scientists) was studied by administration 
of the questionnaire supplemented by inquiries regarding 
drifting, psychiatric interviews, blood collections, three- 
day dietary histories, and informal interactions. Blood 
was drawn by venipuncture for both thyroid and thiamine 
studies. The questionnaire was administered by one ex- 
aminer in conjunction with a psychiatric interview. 

The functional adequacy of thiamine was determined 
by measuring the thiamine pyrophosphate effect (TPP ef- 
fect), which demonstrates the lack of sufficient thiamine 
coenzyme. Eight ml. of blood were collected in ethyl- 
enediamine tetra-acetate (EDTA) tubes and centrifuged 
at 4,000 rpm for 15 minutes. Following the removal of 
the plasma and the buffy coat, the red blood cells were 
washed with saline, centrifuged, and frozen in dry ice. In 
addition, the vitamins used at the station were sampled 
for level of activity. 


For the thyroid battery, sera were collected and sepa- 
rated by a double centrifugation technique and then fro- 
zen. These sera were used for determination of tetraiodo- 
thyronine, free thyroxine, thyroid-stimulating hormone 
(TSH), protein-bound iodine (PBI), thyroxin-binding 
globulin (TBG), and thyroid-binding prealbumin. - 

Questionnaire data were subsequently codified for 


computerization and statistical tabulations. The section’ 


of the questionnaire dealing with group ranking was 
tabulated in such a way that a subject received 4 points 
for being listed first, 3 for second, etc. For both staring 
and depression, a hierarchical ranking was thus obtained 
and designated "group staring" (ranked 1-22) and 
"group depression" (ranked 1—5). 
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RESULTS 


Staring: Objective Reports 


Fourteen of the station members (64 percent) had ob- 
served colleagues engaged in staring. This was most fre- 
quently described as gazing off with eyes unfocused for a 
period of time usually less than ten minutes. Other de- 
scriptive terms included "looking at nothing," ‘‘a far- 
away look," and a “‘glassy look." Occurrence of this star- 
ing was placed well after onset of the enforced isolation 
of the Antarctic winter "night." There was marked 
agreement that the phenomenon ceased shortly before 
the end of the winter isolation. The staring was observed 
to occur in the club or galley and was strongly associated 
with leisure activity between the hours of 6 and 12 p.m. 
The person staring was most frequently seen in a seated 
position, although some noted he might be recumbent. 
Observers reported "staring eyes" as the major cue for 
identifying the behavior. Speechlessness and immobility 
were also noted. The observers included 4 individuals (29 
percent) who stated that they had witnessed every station. 
member engage in the behavior. A majority designated 
an average of six men or fewer whom they had observed a 
variable number of times. These subjects were observed 
staring an average of 26 times each. A majority of the re- 
spondents agreed that no one showed the pattern more 
than once in a day. No behavioral change following a 
given episode was noted and a majority also reported not 
discussing their observations with anyone. 


Staring: Subjective Reports 


Eleven subjects (50 percent) reported staring them- 
selves. Occurrence’ was again a mid- to late-winter phe- 
nomenon. Frequency of staring (episodes per subject per 
winter) ranged from 3 to 300, with a mean value of 100 
episodes. The duration of an episode ranged from 1 to 90 
minutes, with 85 percent lasting less than 20 minutes. The 
behavior was again reported to emerge during leisure ac- 
tivity. Staring was reported to- occur alone, with others, 
and in both circumstances. Four subjects (36 percent) re- 
ported that the behavior occurred more than once in a 
single day. Again, there was agreement that a seated po- 
sition was most usual, though recumbency was noted by a 
few. Nine subjects (82 percent) reported an inability to 
predict onset of an episode. Eight (73 percent) believed 
that they were capable of controlling the behavior. The 
club was slightly ahead of the galley, quarters, and work 
area in the distribution of site of staring. The inquiry 
about time of day again showed a majority of the occur- 
rences between 6 and 12 p.m. All subjects agreed that 
they were aware of the episode themselves. Six (55 per- 
cent) noted mood improvement and three (27 percent) 
the opposite. Subjects agreed that the phenomenon could 
be stopped by a combination of factors, including human 
intervention or environmental stimuli. Levels of aware- 
ness of the surroundings were quite variable. Thought 
content during an episode was reported to deal with home 
(55 percent), leisure (27 percent), or nothing at all (18 
percent). Five subjects (45 percent) reported experiencing 
the phenomenon prior to their stay in the Antarctic. 


Seven (64 percent) saw it as similar to daydreaming. 
Only 2 of the 11 "starers" considered the phenomenon to 
be nothing more than daydreaming. 


Staring: Profiles 


Comparison of the “starers” versus the "nonstarers" 
showed significant differences to emerge with regard to 
two factors in chi-square determinations. Starers had 
lower educational levels (p = .03) and in response to a di- 
rect question reported depression (p = .02) more often 
than nonstarers. No differences between the two groups 
were noted with regard to the following self-reported in- 
formation: role designation (Navy or scientist); age; 
weight; number of hobbies; religion; use of medications, 
sleeping pills, vitamins, or alcohol; smoking; marital 
status; weight change; drifting; "slowing" during the win- 
ter; and caloric intake. The groups showed no differences 
by Student's t test in terms of either thyroid function or 
thiamine determination. 

The ranking section of the questionnaire provided a hi- 
erarchy of starers. Six of the first seven positions were oc- 
cupied by individuals who had acknowledged staring. 
Three of the first five listed by the group as starers were 
among the first five listed as depressed by the group. Cor- 
relations between group rankings and the physiological 
variables were not significant. 


Drifting 


Twelve of 16 subjects (75 percent) noted that they had 
experienced a process designated as drifting or “drift fac- 


tor." Respondents employed a wide spectrum of criteria 


in describing this process. There was agreement that 
drifting was a continuing process as distinguished from 
the transient nature of the staring behavior. Seven (58 
percent) noted memory loss; eight (67 percent) suggested 
personality change. Seven subjects noted features of re- 
gressive behavior, including childish actions, production 
of verbal nonsense, and a speech pattern employing gut- 
tural sounds (i.e, “frog talk"). Several respondents in- 
cluded lethargy and detachment in their accounts. Others 
noted parapraxes and procrastination. Like staring, this 
phenomenon's occurrence was placed well into the winter 
but had no clear point of cessation. 

The majority of the respondents saw no association be- 
tween drifting and staring. In contrast to staring, drifting 
was openly discussed within the group. Comparison of 
“drifters” and "nondrifters" revealed a significant differ- 
ence only with regard to the subjects’ own reports of 
mental and physical slowing during the winter (p = .04). 
Association with increasing use of alcohol approached 
significance (p = .05). No association was seen between 
drifting and self-reported depression; staring; age; weight; 
marital status; educational level; number of hobbies; reli- 
gion; use of medications, sleeping pills, or vitamins; 
smoking; and any of the physiological variables. 


Thyroid and Thiamine 


Functional determinations for thiamine showed no ab- 
errations among the 22-man group. Vitamins sampled 
proved to have normal activity. The dietary studies 


POPKIN, STILLNER, OSBORN, PIERCE, AND SHURLEY 


showed subjects to average a 2,000-calorie diet per day 
with a high-cerbohydrate and low-protein composition. 
The thyroid batteries collectively yielded a picture of 
functioning within clinical range for the population as a 
group. However, a few aberrant values were detected. 


DISCUSSION 


Emerging from the subjective and objective accounts 
of staring is the reported picture of a transient and epi- 
sodic behavioral phenomenon whose occurrence is lim- 
ited to the latter portion of the Antarctic year and is 
prominently associated with leisure activity and a seated 
position in the evening hours. This “gazing off with eyes 
unfocused" is a phenomenon described as being on the 
order of minutes, easily interruptable, and seemingly 
without a predictable onset. It is frequently said to be ac- 
companied by mood swings, variable mental content, and 
variable awareness of surroundings. This is suggestive of 
an alteration in consciousness. 

The similarity to daydreaming was noted but respon- 
dents' accounts were not collectively compatible with the 
perception of staring as daydreaming. Further, the spe- 
cific seasonal occurrence, the pattern of nocturnal timing, 
and even the specificity of preceding activity and position 
speak against this phenomenon as being merely day- 
dreaming. 

The consistencies between the subjective and objective 
accounts support the idea of staring as a discrete entity. 
Further credence derives from the group's ranking for 
staring, their collective ability to discern with accuracy 
the self-reported starers. The discrepancies between the 
accounts reside mostly in the attempts to quantify fea- 
tures of staring. Such discrepancies may be a function of 
the variability resulting from the limitations of a tech- 
nique premised on retrospective reporting. Small sample 
size is yet another limitation. The use of a participant ob- 
server presents methodological problems of its own, i.e., 
the as yet unresolved question of the subject's ability to 
recognize his own staring. 

Staring has been linked to the separate variables of 
lower educational status and self-reported depression (on 
direct inquiry) The latter association may reflect a 
simple compliance issue. It is retrospectively apparent 
that a formal self-rating scale for depression should have 
been used, and this modification has been introduced in 
current work. The data reported here, however, at least 
raise the question of whether staring may be either a 
symptom of depression or an equivalent. The association 
with lower educational status leads to the speculation 
that in subjects with less education, staring is more likely 
to appear as a preferential coping mechanism under 
stress. 

The focal point of the behavioral phenomenon re- 
ported as drifting is its apparent nature as a fixed, ongo- 
ing process appearing late in the Antarctic year and 
marked by memory difficulties, changes in verbal pat- 
terns, and the emergence of regressive features. This phe- 
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nomenon ts socially sanctioned and seems to involve a re- 
duction in both the general level of attentiveness and 
motivation. Drifting has been associated with subjective 
reports of a cognitive and physical slowing. 

The data suggest the possibility of a relationship be- 
tween drifting and increased use of alcohol as reported by 
the subjects. Alcohol accordingly presents a possible etio- 
logical factor and, further, one that differentiates drifting 
from staring. Although subjects did not associate drifting 
with depression (as they did with staring), the idea that 
drifting is either depressive symptomatology or a de- 
pressive equivalent remains viable. Results to date sug- 
gest no clear relationship between staring and drifting, 
though both involve alterations in consciousness. 

No support was found for the hypotheses regarding 
thyroid or thiamine deficiencies in the etiology of either 
drifting or staring. 

For both these novel behaviors, a myriad of questions 
arises with regard to their possible therapeutic function 
and the factors precipitating them. One could argue that 
staring constitutes a regression from a boring, monoto- 
nous, and yet physically threatening environment and 
that a regression such as drifting might have a restitutive 
function. Are both behaviors perhaps the result of varia- 
tions in biological rhythms produced by the Antarctic 
“night”? Is there indeed some relationship between the 
behaviors and the interaction of a small group in isola- 
tion? Would these processes be relentless if isolation 
were to continue? Finally, what is the precise nature of 
their interrelationship, if any, and their links to depres- 
sion and sleep changes? 

Such questions and the findings suggest the possible 
merits of identifying these or analogous behaviors in en- 
vironments less obviously extreme: environments charac- 
terized by isolation or enforced intimacy, monotony, and 
risk, both physical and psychological. Environments with 
these specifications might include prisons, mental hospi- 
tals, isolated occupations, long-duration space flights, 
and ghettos. Such recognition might permit intervention 
or the therapeutic utilization of these novel behaviors. 
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Mistreatment of Patients’ Families by Psychiatrists 


BY WILLIAM S. APPLETON, M.D. 


Many schools of psychiatric thought implicate the 
patient's family in aggravating and even generating his 
illness. Thus psychiatrists often blame and mistreat the 
family, through either open hostility or vague innuendo; 
the family in turn becomes less willing to cooperate in the 
patient's treatment. As a solution, the author recom- 
mends that psychiatrists be taught to treat families with 
sympathy and understanding in order to win their con- 
fidence and cooperation and with respect rather than 
subtle contempt. 


A 19-YEAR-OLD BOY, the only son of a poorly educated 
immigrant couple, is accepted by an elite Ivy League col- 
lege, thus fulfilling his mother's wildest dream. Seven 
months later he is found at 3 a.m. wandering in the street 
and mumbling incoherently about Jesus Christ. After a 
short stay in the college infirmary he is transferred to a 
state mental hospital and given large doses of chlor- 
promazine (Thorazine). The pride of the family has be- 
come a heavily drugged, incoherent zombie. 

His mother, a short, overweight, frightened 47-year- 
'old woman, persistently and incessantly implores the 
doctor, the nurse, God, anyone, to explain what has hap- 
pened to her boy. This woman seems so dependent and 
unstable that the staff assumes that the son grew up under 
the delusion that he was responsible for his mother's 
mental health—indeed, her very survival. He could not 
express normal childhood tantrums, for his anger was a 
"lethal weapon" whose very expression might endanger 
her. She is thus diagnosed as a schizophrenogenic 
mother. 


MISTREATMENT OF FAMILIES 


This diagnosis of schizophrenogenic is not only an in- 
correct assumption about an upset woman caused by the 
. too-ready application of theory, it is also harmful to both 
the relative, who is then treated badly, and to the patient, 
. who may later need his mother's help. An attempt will be 
made to show that the mistreatment of relatives is all too 
common and is often due to negative attitudes toward 
them. This paper will suggest changes in professionals' 
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behavior toward families that will improve not only their 


. treatment but ultimately the patient's. 


The psychiatric staff not only kept the fat lady awav 
from her schizophrenic son, they also behaved angrily to- 
ward her. She was interviewed in such a way that the bur- 
den of proof was on her to show that she had not pushed 
him too much to excel. What should have been neutral, 
scientific questions became biased, thinly disguised accu- 
sations that any judge would have thrown out of court. 
When she recalled how successful and happy her son 
formerly was, the psychiatric staff accused her of caring 
about his performance only because it reflected credit on 
her. 

A. well-dressed, attractive widow of 45 who was other- 
wise polite and free of anger, spoke very bitterly about 
the psychiatric hospital in which her husband had been 
confined .because her social worker repeatedly ques- 
tioned her role in causing or accentuating his illness. Had 
she run him Gown, been sexually frigid, or unfaithful? 
These were typical of the questions asked during her hus- 
band’s “treatment.” When he finally died of an unsus- 
pected brain tumor, his wife became indignant about the 
social worker's needless and painful harassment. 

The first two illustrations come from two different hos- 
pitals and are not atypical. Many psychiatrists interpret 
family dynamics as aggravating and even generating psy- 
chiatric illness. In one case, psychiatrists thought that a 
57-year-old woman's depression and dependence were 
necessary in crder to raise her otherwise unsuccessful 
husband's self-esteem. He was a failure who derived al- 
most no pleasure or recognition from his work and com- 
pensated for this by becoming indispensable to his wife. 
Her depression was also thought to express the sadness 
that he would otherwise have had to experience himself. 

In front of a large audience, a world-famous visiting 
authority on family dynamics (the problem, after all, :s 

t "local") said to the depressed woman's spouse, “I 
guess her being so helpless makes your role in the family 
very important." The professor had a friendly smile and 
seemed warm and kind to the observers of the demon- 
stration but not to the husband, who had, after all, just 
been cited as the etiological agent in his wife's depression. 
The kindly psychiatrist was saying that her problems 
were not caused by disturbances in norepinephrine me- 
tabolism, deprivation during early life, genetic makeup, 
or inability to handle aggression, but by him! 

More subtle than open hostility or vague innuendo, but 
almost as bad, is ignoring the relatives. Because they are 
upset and in need of support, such mistreatment amounts 
to cruelty. 
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An experienced social worker presented the case of a 
young man who thought that the television set was talk- 
ing to him and that people were looking at him in a 
strange way. Upset and on the verge of decompensation 
into a schizophrenic state, he had quit his job two days 
before and was brought to the clinic by his father, who 
was an alcoholic. The social worker interviewed the 
patient for over an hour and then brought him to a group 
of psychiatrists for help in diagnosis and treatment plan- 
ning. Surprisingly, this well-trained woman never inter- 
viewed the father or suggested that the doctors do so. At 
the urging of a supervisor, the psychiatric resident agreed 
to interview the father. By subtly implying that parental 
strife had upset his son, the resident made the man clam 
up. Because the resident approached the father with hos- 
tility, he got little information. 


HARM TO PATIENTS 


Badly treated families retaliate in ways that are detri- 
mental to the patient. They become less willing to toler- 
ate the problems he causes, are less agreeable to changing 
their behavior toward him, do not give much information 
when interviewed, and pay few visits to the hospital. 

Families absorb considerable stress before asking for 
psychiatric help. By this time, the patient may have been 
badly mistreating them for months. It is no wonder that 
families often want to be rid of their relative, to leave him 
at the hospital. Suicide studies have shown that they may 
even wish him dead. If the psychiatrist or social worker 
adds to the family’s mistreatment, it becomes even 
harder for them to accept the patient after hospital dis- 
charge. 

By abusing the family, the psychiatric profession also 
deprives itself of extremely important information. It is 
the relatives who can quickly give information that the 
psychotic patient is unable or unwilling to divulge. But 
the family will not reveal facts and certainly not admit 
the faults if they are made to feel more guilty and defen- 
sive than they already do. 

Hospitalized psychiatric patients receive precious few 
visits from their relatives, and the number.is further de- 
creased when the families are mishandled by physicians. 

Getting the family to fundamentally change its behav- 
ior toward a sick relative requires the same techniques 
used in helping patients, i.e., winning confidence, building 
a nonthreatening relationship, creating a therapeutic al- 
liance. Relatives, especially the mother, expect to be held 
responsible for the patient’s illness. The atmosphere of 
guilt created by many psychiatrists and social workers 
makes it worse. It is therefore necessary to go out of 
one’s way to win the family’s confidence and cooperation. 


CHANGING ATTITUDES TOWARD THE FAMILY 
Beginning psychiatric residents tend to identify with 


young adult patients against mothers or with wives 
against seemingly neglectful husbands. Freudians believe 
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that psychosis derives from experiences in the first year of 
life, so that the mother is not just a person affected by it, 
but a cause to be investigated and changed. Many other 
schools of psychiatric thought also implicate the mother. 
Anxiety makes young psychiatrists, who have recently 
given up the security of general medical expertise for 
their specialty, take refuge in new knowledge—the dy- 
namics of object relations. Thus they view the mother as 
not having allowed her child to separate and develop, of 
having created an atmosphere of destruction in which the 
child was overwhelmed, eaten, swallowed, controlled, de- 
filed, and abused. Thus the patient’s thoughts have be- 
come bizarre and distorted. 

Nurses, social workers, and attendants naturally fol- 
low dominant ward philosophy. Followers, wishing to 
show their zeal, can become more severe in their attitude 
toward and treatment of families than their psychiatrist- 
leader would wish or even tolerate if he knew. 

If the dynamics of psychosis as taught inadvertently 
leads to mistreatment of families, then steps must be 
taken to correct this. The psychiatrist should be aware of 
the problem and teach the psychiatric staff how to deal 
with relatives. This requires careful supervision and re- 
view, rather than leaving it to chance and allowing the 
staff to deal with relatives on the basis of theories about 
the psychodynamic origin of mental illness. It also means 
requiring psychiatric residents to learn this skill, rather 
than leaving the matter to social workers. 

A second step is to teach humility. It is wrong to state 
with certainty that the husband whose wife is depressed 
requires her to be dependent in order to increase his sense 
of importance. If she had severe arthritis of the hips and 
was confined to a wheelchair, which he pushed, the physi- 
cian would not believe that the cause of her being 
crippled was to give him a feeling of being valuable. Nor 
would he imply that she was somehow satisfying her hus- 
band’s dependency needs, albeit unconsciously. Arthritis 
and depression are both diseases of unknown cause, and 
both are influenced markedly by psychological factors. 
Can psychiatrists be certain that the resulting depen- 
dency of the inert, depressed person is also the cause of 
the patient’s condition? Arthritis may produce depen- 
dency, but dependency, so far as we know, is not a likely 
cause of arthritis. | 

Psychiatrists ought to be certain that they know what 
causes depression before they accuse mothers or hus- 
bands of producing this painful affliction. If the origins 
prove to be genetic or biochemical, psychiatrists will have 
unnecessarily increased the suffering of many already 
burdened innocent relatives. Similarly, the psychiatrist 
should not facilely assume that the mother of a “prize” 
son hospitalized as a schizophrenic is upset for herself, 
rather than out of concern for her boy. If her child had 
been hit by a truck and she were crying, we would not 
take such a harsh view of her grief. Can psychiatrists ac- 
curately and scientifically distinguish between a mother 
sobbing for herself and one distraught over her offspring? 

Finally, the mother of a newly admitted schizophrenic 
patient is likely to be treated better by the psychiatric 
staff if they are taught to regard her with sympathy and 


understanding. She must be considered a woman in crisis 
who is frightened and overwhelmed, and feels guilty. Her 
present behavior may have nothing to do with the way 
she nursed or toilet trained her child. If a woman is de- 
scribed by her husband as lazy, sexless, self-centered, self- 
pitying, a bad mother, and otherwise obnoxious, the psy- 
chiatrist does not judge her but approaches her sympa- 
thetically, as if she were depressed and he might be of 
help. Similarly, the mother of a 19-year-old schizo- 
phrenic boy must be dealt with humanely. If psychiatrists 


want to ally themselves with their patients, who in many: 


instances desperately need a champion, let them not do 
so at the family's expense. 


RECOMMENDATIONS 


Every first-year psychiatric resident is taught to form a 
therapeutic alliance and join with the rational-healthy 
part of the patient's mind so that both can look at the 
side that is sick. Thus the patient's cooperation is en- 
listed. “Let us look at the little boy in you that is enraged 
whenever your boss asks you to do something," the psy- 
chiatrist urges. The patient is not completely to blame; 
the “‘little boy in him," or his unconscious, is also at fault. 

As has been shown, this nonaccusing approach often 
evaporates when a psychiatrist encounters the families of 
patients. What finally made the red-faced, alcoholic man 
of 55 tell what he knew about his decompensating son, af- 
ter the social worker avoided him and the psychiatric 
resident approached him with hostility, was a sympa- 
thetic, friendly approach. What had he seen and what 
concerns did he have about his son's attitude and behav- 
ior? What problems and abuse had he had to put up with 
from him? Respect for the father's intelligence and con- 
cern over his suffering made him respond. When he was 
put at ease by this seemingly less dynamic approach, he 
revealed more. He told how opposed he was to his son's 
living away from home, unlike any of his brothers. 

How should psychiatrists and social workers treat par- 
ents? A 51-year-old, gentle Italian lady, exquisitely neat 
and polite, brought her 30-year-old only daughter, an epi- 
leptic, for psychiatric evaluation. They were accom- 
panied by a social worker. The mother had never worked 
and had deliberately refrained from having other children 
in order to take care of her child. The girl showed it. Her 
blonde curls had been painstakingly fashioned by her de- 
voted parent. 


WILLIAM S. APPLETON 


The patient had never gone anywhere alone in her life. 
Petit mal attacks could strike her at any time. While mo- 
mentarily unaware, she could be run down by a car. Like 
Helen Keller's nurse, the mother guarded her charge. 
Then a drug was prescribed, and her petit mal attacks 
disappeared completely. Her measured IQ was 90. No 
longer considered retarded or in danger from epilepsy, 
she had to become independent for the first time at the 


age of 30. 


Was her mother ready? With no skills, no outside job, 
no other children, and no grandchildren, she became like 
the factory worker whose job is automated, a victim o1 
progress. The social worker accompanying her from the 
Boston Association for Retarded Children made no "*dy- 
namic" statements about dependency, empty nests, or the 
mother's need for her offspring to remain ill. Rather, she 
had a plan. For 10 days the older woman was to take the 
younger by public transportation to the association's of- 
fice, for the next 10 the patient was to take the mother, 
and for the last 10 days the former epileptic was to go 
alone. The newly idle and frightened parent was encour- 
aged to call the social worker on each of the last 10 days 
(a far cry from pointing out her overprotective impulses). 
The energies of the unemployed mother were then put to 
use by the agency: She attended a group meeting of par- 
ents in similar situations, helped to raise money, and be- 
came a teacher of the retarded. 

Whenever possible, we should treat the mothers of our 
schizophrenic patients in the same way—as volunteers, 
fund raisers, teachers. In many cases they have taken 
care of very sick children for many years before bringing 
them to the psychiatric hospital, and sadly, unlike the 
epileptic girl's mother, they will have to continue caring 
for them after their discharge. If we want them to change, 
to give the improved patient more freedom, we would do 
well to play down or ignore their overprotective qualities 
and to regard them as newly unemployed and in need of 
retraining and a new job. 

We know that the epileptic girl's mother did not cause 
her daughter's malady. In spite of theories of double- 
bind, schizophrenogenic mothers, and infantile trauma, 
we have no evidence that the mothers of schizophrenics 
caused their children's illness. In many cases they have 
been taking care of youngsters who do not socialize, 
rarely smile back, are awkward, cannot learn. and have 
temper outbursts, often without reason. Such mothers 
(and their husbands) should be given help and be treated 
with respect rather than with subtle contempt. 
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Results of the 1972 APA Self-Assessment Program 


BY HUGH T. CARMICHAEL, M.D., C.M., BRYCE TEMPLETON, M.D., S. MOUCHLY SMALL, M.D., 


AND PAUL R. KELLEY, JR., PH.D. 


In 1972 the American Psychiatric Association offered its 
membership a newly revised Psychiatric Knowledge and 
Skills Self-Assessment Program. The results reported in 
this paper were based on the performance of 2,394 partic- 
ipants who indicated that they had used the materials as a 
“take-home, closed-book” examination. It was found 
that there was a gradual falloff in psychiatric knowledge 
with an increasing number of years since the completion 
of residency training. This trend was more noticeable in 
the multiple-choice questions than in the patient manage- 
ment section of the program. The authors, while drawing 
their conclusions with caution, note that the information 
obtained in this program should disclose “blind spots" in 
the knowledge of practicing psychiatrists. 


IN 1969, THE AMERICAN PSYCHIATRIC ASSOCIATION 
offered its membership an opportunity to participate 
in a Psychiatric Knowledge and Skills Self-Assessment 
Program (PKSAP). This program was developed in re- 
sponse to the dearth of continuing education programs 
for psychiatrists. Since 1962, when Krystal called atten- 
tion to this paucity (1), continuing education programs in 
psychiatry have grown substantially (2). This growth is 
due in no small measure to the increasing likelihood that 
periodic recertification procedures will be instituted in 
the not too distant future. In addition, this growth in in- 
terest reflects a desire by many psychiatrists to maintain 
their professional self-esteem and competence. A third 
factor, first pointed out by Naftulin and Ware in a survey 
of psychiatrists in the southwestern part of the United 
States (3), is the desire of uncertified psychiatrists to ob- 
tain help in preparing themselves for the American Board 
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of Psychiatry and Neurology's certifying examination. 
In order to increase the learning motivation of prac- 
ticing psychiatrists, the PKSAP materials were designed 
to focus primarily on problem-solving skills and clini- 
cally relevant knowledge. This paper reports the results 
of the offering of a completely revised self-assessment 
program to the APA membership in 1972 (PKSAP-ID). 


METHOD 


Description of Self-Assessment Program Materials 


The program materials consisted of one section of 240 
multiple-choice questions and another presenting patient- 
management problems with 283 erasure-disclosure items. 

The multiple-choice items were developed in three 
units: 

1. Problems in diagnosis focusing on how the exam- 
inee used his or her knowledge of descriptive psychiatry, 
diagnostic terminology, psychological testing, and the 
clinical laboratory. 

2. Problems in treatment, including items on the selec- 
tion and use of psychotropic agents, electroshock treat- 
ment, and psychotherapy in its broadest sense. 

3. Problems in areas of current concern to psychiatry, 
including epidemiology, genetics, and other relevant as- 
pects of the behavioral sciences. 

Each of these units contained 80 items, a sufficient 
number to provide reliable (1.e., reproducible) subscores. 
These multiple-choice questions were further classified 
under one of six rubrics: normal; psychopathology; spe- 
cial diagnostic techniques; social sciences; treatment— 
psychopharmacology; and treatment— other. Twenty- 
five percent dealt with recent, time-bound information 
and 75 percent with core or permanent information. 

The eight patient. management problems focused pri- 
marily on the examinee's ability to gather and use data 
from the problems given and to apply appropriate psy- 
chotherapeutic and other treatment methods. 

All program materials were written and jointly re- 
viewed by the members of one of three item development 
committees, each of which consisted of seven members 
appointed by the APA Office of Continuing Education 
for Psychiatrists (OCEP). The answer that was deemed 
the best choice for each question reflected the consensus 
of the item development committee that prepared it and 
the steering committee (the chairmen of the three devel- 
opment committees and the authors of this paper). 

A major improvement of the 1972 offering over the- 
previous one was the inclusion of 21 questions eliciting 


TABLE 1] 
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Mean Percent Correct Scores of Four Groups Compared with Mean Percent Correct Scores of All Groups Combined 


en emma gmt emma Nth Nt SA tA H——————————À 


Mean Percent Correct Scores 





Part of Program Practice Group I Practice Group II Practice Group II] Residents All Groups Combined 
(N = 803) (N = 749) (N = 338) (N = 504) (N = 2,394)* 

Diagnosis 69.4 67.2 61.6 66.0 67.0 

Treatment 64.5 62.8 59.3 62.1 62.7 

Miscellaneous 55.2 53.8 51.1 52.9 521 

Patient management 84.0 83.1 81.8 83.4 83.3 

Total muitiple-choice 63.0 61.2 572 60.3 61.0 





* All of these respondents indicated that they took the test with “books closed." 


general biographical information from each participant. 
The information gained from these questions provided 
the basis of several norm groups that would enable a par- 
ticipant to gauge his performance against that of partici- 
pants with similar background and experience. In addi- 
tion, the biographical data have provided information 
about the performance of a variety of groups of psychia- 
trists. We feel that these performance data will be useful 
in designing better continuing education programs for 
psychiatrists in the future. 


Participants 


In 1972, the number responding to the initial offering 
of PKSAP-II was 4,884, of whom 3,093 returned the an- 
swer sheets and erasure booklets for scoring. Of these, 
2,394 reported that they had used the materials in a 
closed-book fashion; the norm tables and item analysis 
that were subsequently developed were based on the per- 
formance of this group, which included only practicing 
psychiatrists and residents in psychiatry. 

These participants were placed in one of four groups: 

|. Practice group I: practicing psychiatrists who had 
completed their residency between 1967 and July 1972 
(N = 803). | 

2. Practice group II: practicing psychiatrists who had 
completed their residency between 1957 and 1966 (N = 
749). 

3. Practice group III: practicing psychiatrists who had 
completed their residency before 1957 (N = 338). 

4. Respondents currently in psychiatric residency 
(N = 504). 


RESULTS 


Demographic Characteristics of Practicing Psychiatrist 
Participants 


It was found that 74 percent of the practicing psychia- 
trist participants were working in metropolitan areas 
with populations of more than 100,000; 19 percent were 
in smaller communities; and 7 percent were working in 
rural settings. Ninety-two percent of the respondents 
were men; 8 percent were women; 98 percent were mem- 


bers of the APA; 83 percent had obtained their M.D. de- 
grees in the United States or Canada; 48 percent had re- 
ceived certification by the American Board of Psychiatrv 
and Neurology; 13 percent held full-time appointments 
in medical schools; and 39 percent held part-time ap- 
pointments in medical schools. 


Relative Performance of the Four Groups 


An analysis of the test results revealed a gradual falloff 
in performance with an increasing number of years since 
completion of residency training. This trend was more 
noticeable in the multiple-choice material but was also 
true to a lesser degree in the patient-management prob- 
lems. | 

As shown in table |, the mean score for practice group 
I (the most recent graduates) on all sections of the self-as- 
sessment materials was high. The mean score for practice 
group II, thosé who completed their residency from 
1957-1966, was close to the mean for all of the groups 
combined. For the psychiatric residents (group IV), all 
the scores were a little below the total group mean except 
for the mean score for patient management problems, 
which was slightly above the mean of the total group. 
Practice group III, those who completed their residency 
before 1957 and who had been practicing the longest, had 
the lowest performance, although this group's mean 
patient management score tended to approach the mean 
score for the total group. 

In other respects there were relatively few differences 
in the overall performance of the groups of practicing 
psychiatrists, as distinguished on the basis of their bio- 
graphical material. For example, among individuals with 
hospital affiliation, there were few differences in perform- 
ance among those associated with private versus federa., 
state, or other governmental hospitals. 

similarly, there were few differences in overall per- 
formance when individuals were categorized according to 
involvement in institutional work, solo practice, and 
practice in nonurban settings. 

There was a small but significant increase in psychiat- 
ric knowledge and understanding demonstrated by those 
who reported participation in regional courses and the 
teaching of health personnel in contrast to those who 
were reportedly relying exclusively on attendance at re- 
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. RESULTS OF THE APA SELF-ASSESSMENT 


TABLE 2 
Performance of Participants by APA Geographic Area 





Residents 


Practice Groups 


Percent Percent Percent Percent 


Correct Score for Correct Score for 
Patient Management Multiple-Choice 


Correct Score for Correct Score for 
Patient Management Miultiple-Choice 


APA Area Number Problems Questions Number Problems Questions 
] 64 82.52-5.3 59.745,9 199 83.444.4 61.947.5 
2 29 83.4+4.9 62.1+6.9 292 82.74:5.2 60.6+8.0 
3 7i 83.42 5.1 60.347.5 257 83.6:+:4.4 61.34-7.9 
4 164 83.42-4.8 59.82 7.2 383 83.12-5.1 60.9+8.3 
5 134 83.6+4.2 60.1+7.2 342 82.9-:4.7 60.63:7.5 
6 4] 85.043.1 61.945.0 409 83.83:4.5 61.8:+6.8 
Unclassified I — — 8 — = 
Total 504 83.444,7 60.347.0 1,890 $3.244.8 61.2+7.5 
gional, national, or international meetings and those who DISCUSSION 


reported essentially no specific continuing educational 
activities. The frequency of attendance at national spe- 
cialty society meetings did not seem to influence test per- 
formance. 

Finally, there was a positive correlation between an in- 
dividual’s own assessment of his knowledge of the field 
and his performance on the multiple-choice examination. 
A similar pattern was noted with respect to self-estimate 
in knowledge concerning therapy (i.e., knowledge con- 
cerning psychotherapy, the use of psychotropic agents, 
and electroshock). 


Performance of Participants by Geographical Area 


In March 1973 the OCEP began exploring, in collabo- 
ration with the National Board of Medical Examiners, 
various means of providing additional feedback about 
PKSAP-II to individual psychiatrists via the six APA 
area councils and their respective district branches. The 
office also began reviewing the various ways item statis- 
tics might be employed by groups of practitioners as a 
means of facilitating their active learning. 

For the practice group, but not for residents, there are 
enough participants in each geographic area to do a sepa- 
rate item analysis for each area. As shown in table 2, av- 
erage scores differed very little from one area to another; 
it is not known whether there are many test questions for 
which performance would vary from area to area and 
therefore whether item analyses by area would provide 
data any different from data for the item analysis for the 
entire group. Since there are 67 APA district branches, 
most would not have enough participants to produce a 
stable item analysis. 

It was deemed desirable to be able to give additional 
feedback to the different APA regional areas so they 
would have information particularly suited to their area. 
However, the finding that the average scores on PKSAP- 
II vary little from one APA area to another suggests 
strongly that we would not find large differences among 
the six major metropolitan statistical areas either. 
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The OCEP faces two continuing tasks: the formulation 
of questions to be used in the self-assessment program 
and the evaluation of the questions in the light of the par- 
ticipants’ performance. Properly constructed questions 
are those which discriminate between high scorers and 
low scorers but which do not test the very limits of the 
knowledge of the most competent psychiatrists. A useful 
way of analyzing the responses of a group of participants 
to a particular question is item statistics. The OCEP be- 
lieves that item statistics have a potential utility that has 
rarely been exploited in the past; the way in which this 
method was used in the evaluation of questions is illus- 
trated in appendix 1. 

Questions that are found not to be useful are carefully 
reviewed by the OCEP for flaws before conclusions or in- 
ferences are drawn about the knowledge and understand- 
ing of the examinees in the area represented by the ques- 
tion. The item statistics that describe the participant’s 
performance on individual test items will be useful to 
those planning continuing education programs for psy- 
chiatrists. They will provide information about the fund 
of knowledge held by the average practicing psychiatrist 
and will reveal some misconceptions commonly held by 
members of our profession. 

An inevitable dilemma faced by those developing con- 
tinuing education programs concerns the amount of at- 
tention to be devoted to recent information (i.e., clinically 
important information reflecting new knowledge in the 
field) versus permanent information (ie., information 
that has been well known for a number of years). A re- 
cent analysis of the 1972 multiple-choice assessment ma- 
terials revealed that approximately 25 percent of the 
multiple-choice items focused on recent information, 
whereas 75 percent of the items focused on permanent in- 
formation. As has been noted elsewhere (4), continuing 
education programs should provide greater focus on re- 
cent knowledge. 

As to the findings reported here, how much signifi- 
cance should be attached to differences in performance 


among the four comparison groups? The falloff in the 
participants’ fund of knowledge, skills, and understand- 
ing with advancing age and years since the completion of 
his or her formal training has been noted by others (1). It 
is possible that this finding can be explained by the rela- 
tively short half-life of knowledge and skills acquired 
during specialty training, a failure to keep abreast of new 
developments in the field, and a disparity between the 
conceptions held by test developers and those held by ex- 
perienced practitioners concerning the relevance and im- 
portance of some kinds of knowledge of the field. 


However, it must also be borne in mind that other fac- 
tors which may play a role in the spread of scores must 
be taken into consideration in interpreting the data. For 
instance, even though the participants included in this 
study reported that they took the self-assessment mate- 
rial as if it were a closed-book examination, it was more 
a take-home examination in that it was not administered 
under uniform conditions to all participants. It should al- 
so be kept in mind that the results obtained for partici- 
pants in each of the subgroups may not necessarily apply 
to all psychiatrists of the same description. However, 
most of the groups being compared are large, and fairly 
small differences for large groups can be quite stable, 
i.e., greater than would occur by chance alone. Converse- 
ly, reasonably large differences between two small 
groups may turn out to be due to chance. 

In spite of these caveats, an important focus of future 
studies will be the extent to which the apparent attrition 
of knowledge over time affects the quality of care pro- 
vided by the individual psychiatrist. Whether such studies 
will be feasible will depend on the development of agreed- 
upon standards of care that relate to outcome and the de- 
velopment of techniques that will reliably monitor the 
psychiatrist's day-to-day performance (3, 5). 
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APPENDIX | 


To illustrate how the OCEP evaluates its questions in the 
light of the responses of the participants, the following example, 
taken from the PKSAP-.II, is given. 


Question: The sudden and repeated cessation of a per- 
son's train of thought or speech in the middle 
of a sentence (blocking) is most characteristic 
of: 

Options: A. children in latency (7-11 years) 


B. psychotically depressed patients 

C. schizophrenic patients 

D. patients with Korsakov’s psychosis 

E. patients with manic-depressive psychoses 


The data taken from the responses are set up in the following 
format: 


C A B C D E P R 
High 7 90 2 78 36 
Low 2 22 64 8 4 


The upper row, marked C," contains the letters designating 
the possible responses to the question ("A"-'"E"), the per- 
centage of the entire group of responders that answered the 
question correctly (P), and the discrimination index that in- 
dicates the extent to which the question discriminates between 
the high- and low-scoring groups (“R”). The rows marked 
"High" and “Low” refer to the percentage of participants in 
the high- and low-scoring groups, respectively, giving each of 
the possible responses. 

In this example, the distribution of responses for the high- 
scoring group was '"A"—0 percent, B"-7 percent, “C” (the cor- 
rect response)-90 percent, "D"-2 percent, and "E'-0 
percent. For the low-scoring group, the distribution was 
"A"-2 percent, *B"-22 percent, "C"-64 percent, "D'-8 per- 
cent, and "E'-4 percent. The entry under "P" indicates 
that 78 percent of all the participants gave the correct answer, 
“C.” (A "P" value below 25 indicates a very difficult question; 
18 questions in PKSAP-II had “P” values below 25.) The “R” 
value of 36 indicates that the question was a clear discriminator 
between the high- and low-scoring groups. (An “R” value be- 
low ten indicates that the question does not discriminate; 26 
questions in PKSAP-II had “R” values below ten.) 

The presentation of data in this manner facilitates the eval- 
uation of the question. Questions that are either too difficult or 
that do not discriminate well will have to be revised, and infer- 
ences drawn from them will have to be drawn carefully. 
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Breaking the Bonds of Tradition: A Reassessment of Group 


Treatment of Latency- Age Children 


BY ROSALIND M. SANDS, M.S., AND SHELDON GOLUB, M.D. 


The authors present a new model of group therapy for la- 
tency-age children that is based on the unique psychic, 
physical, and social tasks of the latency phase, including 
cognitive growth, physical mastery, transition to the real- 
ity principle, and entry into group life. The model stresses 
developmental progression toward these responsibilities 
rather than resolution of conflict and a multifaceted form 
of therapy using not only peer groups but also individual, 
family, and environmental resources. 


IN A CLIMATE OF CHANGE and questioning of past results 
a group of clinicians of various disciplines working in a 
children’s mental health center held a workshop to recon- 
sider our work with latency-age children—a high priority 
in such centers, where the majority of referrals are in the 
latency age range. This paper describes the evolution of a 
new method of group therapy for such children, one 
which breaks with tradition in theory, practice, and goals. 


SHORTCOMINGS OF TRADITIONAL TREATMENT 


For decades the impact of Slavson’s contribution to 
the group treatment of the latency-age child often had an 
unhappy aftermath; such treatment virtually came to be 
equated-with the activity group. In the last few years 
there have been reports by some in the field of repeated 
failures with activity groups and calls for alterna- 
tives (1, 2). This dissatisfaction was translated into a clin- 
ical assessment of the problem by Foulkes and An- 
thony (3). In Group Psychotherapy: The Psychoanalytic 
Approach they questioned the use of activity per se as a 
medium of therapy for children and adolescents and 
stated that if such a formulation were carried to its logi- 
cal conclusion, inactivity would have to be interpreted as 
a state of resistance. They discussed the necessity for con- 
verting activity into speech and stressed the use of sec- 
ondary process. 

The workshop on latency-age children also explored 
failures with other forms of traditional treatment. We 
gave particular thought to the well-known resistances of 
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the latency stage (4, 5) and came to recognize the often 
insurmountable difficulty of obtaining significant thera- 
peutic material in weekly sessions. Attention was focused 
on recent work using new approaches, revised goals, and 
short-term contacts (6). | 

The workshop participants sought to clarify the aims 
of children's treatment, considering whether the goal 
should be resolution of conflict or behavioral and symp- 
tomatic improvement. In our search for clinical guides 
we were struck with the comparative paucity of material 
on latency. The latency period has been viewed as the 
child’s golden age, in which the turbulent psychosexual 
conflicts of the preschool years are dormant. It has not, 
however, been understood sufficiently so that appropriate 
programs analogous to those of early childhood and ado- 
lescence could be developed. From observations of la- 
tency-age children we came to see that this stage is not a 
period of quietude—that it has unique psychic, physical, 
and social responsibilities that must be the fulcrums of 
planning. 


EVOLVING NEW TECHNIQUES 


We had experienced in our groups the failures reported 
by others or had been unable to sustain the groups for a 
meaningful experience. For many in our clinic popu- 
lation— children with behavior disorders and fragile ego 
functioning—there was not sufficient material for inter- 
pretation, and the catharsis experienced in free play ex- 
acerbated the problems of children with poor internal 
controls. We began, therefore, to alter the traditional 
forms of activity group therapy. 

Our initial changes concerned the actual setting of the 
treatment. We found that the usual large playrooms filled 
with a variety of equipment and play materials were too 
stimulating. A shift was made from the large room to a 
small one and from much play material to little or none. 
But we had not sufficiently analyzed our methods and 
clarified óur theoretical position first, and therefore we 
met with many difficulties. To reach a compromise of 
play and talk we decided to use the talk time to discuss 
the play period. Some materials stimulated the request 
for more materials. The use of food often could not be 
controlled. Our expectations of verbal productions were 
not realized; these were not sufficient or consistent 
enough to enable us to rally around a theme, as one could 
with adults, or to delineate a conflict. The long-cherished 
neutrality of the therapist was not a viable therapeutic 


tool; adherence to such a position promoted disorder (2). 
Our results in this transitional period were thus disap- 
pointing. We realized that we could not use the usual 
techniques of group therapy. We needed to conceptualize 
a new form of treatment, and we began to consider what 
was available to us. 


CONCEPTUALIZING A NEW FORM OF TREATMENT 


Upon assessing our working tools and our theoretical 


base, we delineated several major premises. The first of 
these was the need for a developmental position. In a de- 
parture from the labeling of the standard nomenclature 
we gave renewed recognition to the special characteristic 
of childhood—the process of development. Neubauer 
viewed "the capacity to develop progressively [as] the 
most significant factor in determining the child’s fu- 
ture (7)." Such a view leads to a different conceptual- 
ization of disorder and consequent methods of inter- 
vention. The determining criteria in the application of 
treatment are not the child’s difficulties and problems 
alone, but whether or not the child is moving toward his 
developmental responsibilities, even though he may re- 
tain residues of unresolved struggles: 

For example, Katherine, aged eight, was striving for 
satisfactory peer relationships and adequate socialization 
skills but was not meeting with success; she clowned and 
was boisterous and loud. Although she displayed regres- 
sive behavior at home, she also took pride in growing up 
and being like her mother. She had had a stormy life, but 
her environment had stabilized and there were presages 
of maturity and growth. Viewed in traditional terms she 
could be labeled neurotic or as having an adjustment re- 
action of childhood or a behavior disorder—all terms 
that do not clarify precise methods of intervention. Seen 
more dynamically, however, we could understand how 
the thrust toward latency-age development needed to be 
supported. 

With such a formulation there is a departure from glo- 
bal terminology and renewed emphasis on health, the use 
of resources, both familial and environmental, and on 
coping, mastery, and the idiosyncratic factors of child de- 
velopment (8). 

A second premise was that these are specific tasks of 
latency. The postoedipal lessening of drive urgency and 
the transfer of libido from parental figures to peers, 
teachers, leaders, and impersonal ideals must be fostered 
so that there are appropriate defenses against oedipal 
fantasies. In the transition from the pleasure principle to 
the reality principle, the ability to control, modify, or in- 
hibit impulses and to delay gratification needs strength- 
ening. The child’s psychic responsibility to become part 
of a peer group, to move away from primary objects, and 
to prepare himself for the separation-individuation tasks 
of the adolescent is aided by ready availability for new at- 
tachments and interest in joining clubs or peer groups. 
Behavior control and sublimation are abetted by cogni- 
tive growth (entry into school), physical mastery (taking 
part in teams, games, sports), and encompassment of the 
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“realness” of the world (interest in collecting, hobbies, 
crafts, science, and nature). 

The third premise we delineated was the latency-age 
child’s potential for investment in groups. The lines of de- 
velopment described above indicate the particular need of 
the latency-age child for entry into various forms of 
group life. 

- And last, we saw the need for a holistic view of the la- 
tency child. Such a perspective precludes viewing the 
treatment hour as either the primary or only treatment 
tool and points to a multifaceted form of therapy, with 
special use of groups, specific approaches to the familial 
environment, the use of community resources that fit into 
the psychic economy of the latency phase, awareness of 
the child’s body, and concern with his entire life space. 


PUTTING OUR PREMISES AND TOOLS TO WORK 


We have set up groups in which talking, not activity, :s 
the medium. The evolution of the group process—each 
child finding his place among his peers and becoming 
part of the group—is the basic group intervention. There 
is no longer concern with obtaining fantasies, with pres- 
sure for material— whatever is offered, from quarreling 
over where to sit to reports of daily activities, is used in 
molding a collection of individuals into a group or club. 
The group prccess itself is used as the material of ther- 
apy. 

The neutrality of the therapist is abandoned. He must 
actively promote the formation of the group and serve as 
an adult model of social behavior and social relatedness. 
He outlines procedures for group work, such as choosing 
a name, and discusses the goal. With such a role he can 
demand, insist, limit, and always stand for the reality of 
the group situation. The therapist does not encourage re- 
gression or interpret it but instead identifies himself with 
the wish to grow up. He allies himself with the maturing 
forces rather than the regressive ones and gives under- 
pinnings to these through the group process. He is not 
committed to an abstract concept of confidentiality but 
rather meets regularly with the parent or parents individ- 
ually or in a group and uses the information they give 
him or the understanding he has gained of the child. He is 
in contact with school personnel for information and can 
report this back to the group. Thus distortions and fabri- 
cations are immediately dealt with. 

The power of the group is a collective tool arrived at as 
the group exerts its influence and does not arise from the 
dominance of the adult, as it does in a classroom situ- 
ation. The group is actively encouraged to form its own 
rules. The group is expanded in size—from three or four 
to eight—to permit use of the strength of the group. The 
sexes are mixed; we no longer see any reason for segrega- 
tion according to sex and think that the group is a more 
realistic situation when it involves both boys and girls. 

Vis-à-vis the family environment, work is aligned with 
parents within the context of the tasks of latency. There is 
definition of phase needs, such as longing to be accepted 
by peers and belonging, and parents are encouraged to 
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stimulate such links. Lessening of environmental stress in 
school or home is abetted by counseling, problem solving, 
and guidance. Even when the parents' own problems de- 
mand therapy for themselves, the focus is on the child 
and his life-phase and the parents' responsibilities in light 
of them. 

Such environmental resources as Boy and Girl Scouts, 
Little League, Big Brother, church groups, and available 
recreational facilities are looked upon as sources for cor- 
rective experiences and are actively encouraged. 

Physical problems are evaluated to ensure that even if 
concessions are necessary the child may carry on with his 
developmental tasks. In relation to a child's total life 
space, there is sensitivity to the problems of minority 
children in a hostile community, the placement of single 
black children in a white class, the ambience of a school. 
Ways are sought to provide a more tolerable atmosphere 
for the child, with intervention in the school directly or 
through the parent. 


THE TALKING CLUB 


"We will briefly describe one group of eight boys and 
girls, approximately eight years old, that met once a week 
for 16 sessions. During the same period their mothers 
met for five sessions on a bimonthly basis. It was not pos- 
sible to form a group of the fathers, but they were in- 
cluded in the total treatment plan as fully as could be ar- 
ranged. 

The children were directly involved in the formation of 
their club, from choosing its name to delineating the 
rules. Enhancement of belonging was promoted by put- 
ting each child's name on his chair and by letting the 
group decide on the placement of the chairs. Initial diffi- 
culty in behaving was discussed as a group problem, with 
the group deciding whether certain children should be 
separated to lessen the amount of contamination and dis- 
ruption. There were no materials. Topics had a wide 
range, from what to tell friends about the absence of a fa- 
ther recently separated to making friends in school. True 
to the latency phase, discussion was short-lived, but the 
ability to hear each other out, to compare one's strength 
with others, to take turns in speaking, gradually drew the 
group into a sense of belonging. When a child was absent 
his chair was immediately removed by the group in order 
to avoid the temptation to move around. 

There was insistent work with the family on what we 
considered the primary conflict within each child that im- 
peded developmental thrust. Thus with Peter, outshined 
by his younger brother, increasingly shy and withdrawn, 
the parents learned what sibling rivalry is in day-to-day 
terms, of Peter's need to define his own boundaries and to 
find his own satisfactions. With Katherine, prone to re- 
gression in the group, the emphasis was placed on helping 
her grow up, on fostering identification with the mother 
who had been missing in her life for several years, on 
finding her place in a family in which there was rampant 
jealousy of the children who belonged to the new father. 

With Arnie, whose mother had deprived him of his 
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past in relation to his father, who did not permit pictures, 
letters, or remembrances, and who infantilized him, there 
was emphasis on restoring his past to the point where the 
mother permitted the father to communicate with him 
again. With Betty, whose father had deserted and whose 
mother seesawed between divorce,and reconciliation, the 
child's turmoil was brought into focus, as was the need 
for her mother to be more empathetic with her and to be 
careful not to foster too much renunciation. We encour- 
aged this mother to find therapy for herself but did not 
lose sight of Betty's struggles and what her mother 
needed to do in relation to her. In the case of Mattie, who 
had a beginning school phobia, whose father's death had 
not been revealed to her for months, the mother realized 
the widening areas of constriction and inhibition, under- 
stood in greater depth the sources of Mattie's fears, and 
was able to move toward countering them. Cecil's par- 
ents became aware of how overpowering for him were his 
brother's bullying tactics and could see how he blos- 
somed as he assumed an active role in the group and a 
less passive one with friends in school. The tentativeness 
of Robert, afraid to commit himself to new relationships 
after abandonment and neglect by his father, was appar- 
ent as he stood on the periphery of the group. This situ- 
ation was duplicated at home, where he was fearful of 
committing himself to a new stepfather, and his mother 
recognized the need to tune in to the sources of this in- 
decision. 

The children’s attachment to the Talking Club was 
solid, and its influence apparently helped promote 
changes in the world outside. Each child showed im- 
provement in school behavior, school work, relationships 
with friends, and behavior at home. Although we had 
chosen 16 weeks rather arbitrarily, this seemed to be the 
limit of the children's tolerance; we believe that latency- 
age children are too restless, particularly after the long 
confinement of the school day, to have a talking group 
that can continue indefinitely. Moreover since we do not 
see the group as the only means of achieving progress, we 
can make an assessment at the end of the experience and 
formulate additional recommendations. This was done 
with each of the children; for example Artie and his 
mother were briefly seen individually until the father's re- 
turn was stabilized. 


A DEVELOPMENTAL MODEL 


We wish to emphasize that what we have attempted to 
do is a beginning. In a field so committed to long-term 
treatment, in which individual therapy is often considered 
the only “real” therapy, in which play and therapy are 
used concomitantly and play is considered a form of 
treatment and not simply another tool (9), in which activ- 
ity and latency are equated in the prevailing mode of 
group treatment, much more stirring of ideas, in- . 
trospection, and evaluation are necessary. Our approach 
emphasized a developmental-environmental model in 
which the child's life stage, the continuous interactive in- 
fluence of development and environment, and the thrust 


to health are underscored. The goal is not to resolve con- 
flict but to make possible a developmental progression. 
Treatment 1s multifaceted, directed toward sufficiently 
freeing the child to be able to assume (as much as pos- 
sible) the tasks of his appropriate phase. There is empha- 
sis on the power of the group and its evolution as an arm 
of treatment, with the child finding his place in it and 
modifying his behavior to achieve this. In yet another de- 
parture from tradition we experimented with pre- 
determined limitations of time, an experiment that de- 
serves further study if we are to find other ways than the 
“therapy terminable and interminable” of traditional 
treatment. 

A new era of mental health calls for reexamination of 
past practice and reconceptualization as the basis for 
more relevant and bolder practice. We have already de- 
lineated the conflicts of the preschool child and the ado- 
lescent so that we can accept difficulties and problems, 
even turmoil at times, if these are part of "normal" strug- 
gles. The same delineation has not—but needs to be—ap- 
plied to latency. 
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Human Resources: A New Approach to the Dilemmas of Community Psychiatry 


BY PETER G. BOURNE, M.D. 


As a natural evolution of the community mental health 
movement of the sixties, the concept of human resources 
has developed as a service delivery organization ina 
number of states. Involving varying degrees of fusion of 
mental health, public health, welfare, and corrections de- 
partments, it has attempted to meet comprehensively the 
needs of health and social service clients. The author re- 
views the progress of this program nationally and as it 
was established in Georgia. The implementation of the 
human resources concept may result in a return to a more 
traditional role for the community psychiatrist. 


SINCE THE DEVELOPMENT of the community mental 
health movement in the early sixties, psychiatry has faced 
a severe identity crisis. The traditional model of the prac- 
titioner in his office dealing with the material his patients 
brought to him and isolated from the struggles of their 
daily world was often no longer valid for the psychiatrist 
in this new field. Instead, he was thrust into a new role, 
dealing with practical, real-life issues affecting his 
patients. This was particularly true when the psychiatrist 
was dealing with patients of limited economic resources, 
for whom social and economic hardships were far more 
significant causes of emotional disturbance than any in- 
trapsychic factors. 

As a result, those working in community mental health 
centers frequently found themselves dealing with social 
problems including evictions, welfare payments, and rent 
strikes and even with direct political activity when it ap- 
peared that the overall mental health of their patients was 
at stake. For many community psychiatrists, the scope of 
their responsibility to their patients became gradually 
broader and broader. until it became almost impossible to 
determine just how far they could deviate from the tradi- 
tional doctor-patient model in helping their patients cope 
with and adapt to the stresses of their environment. 
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The controversy persists. Traditionalists feel that the 
psychiatrist should restrict his activities to the more ac- 
customed model and not involve himself in what they feel 
are basically societal problems for which he should not 
feel any direct responsibility. On the other hand, many 
psychiatrists working in community mental health cen- 
ters believe that dealing with social, economic, or even 
political issues that have bearing on the general welfare 
of their patients or those of the community the mental 
health center serves is an appropriate, if not essential, 
use of their time. 

In some communities the community mental health 
center has assumed the function of a total service institu- 
tion attempting to care for all the social and emotional 
needs of the population in the catchment area. Some ad- 
vocates, such as Dumont (1), have argued that the psychi- 
atrist must adopt a completely new identity to be effec- 
tive in community mental health programs. 

One reason for the deep involvement of. community 
mental health programs in the field of social service has 
been the fact that other helping agencies were not avail- 
able to provide services in those areas. If they existed, 
they were often so geographically removed from the 
place where the person received his mental health care 
that he had no ready access to them. In addition, local 
welfare agencies, vocational rehabilitation programs, and 
other social services were frequently fragmented and ad- 
ministratively uncoordinated so that there was no one 
person cognizant of all his needs to care for the patient as 
a total person. As a result, the patient often turned to the 
staff of the community mental health center, which, per- 
haps more than other agency, has been more willing to 
look at all his problems and to try to help him to cope 
with the multitude of problems in his environment in a 
global way. 


THE HUMAN RESOURCES CONCEPT 


In the last two years, 19 states have developed new, 
reorganized state agencies that have drawn together un- 
der a single umbrella department 9 or more previously 
separate social service or health care functions. These are 
variously termed department of human resources, de- 
partment of social and rehabilitation services, or depart- 
ment of human services. In some respects, the consoli- 
dation resembles the joining together of health, 


education, and welfare at the federal level. However, 
there are important differences. In New Jersey, and to a 
lesser extent in California, the umbrella agency functions 
as a managerial superstructure and the individual divi- 
sions continue to deliver their respective services in very 
much the same way they did previously. At the other ex- 
treme, the states of Washington, Georgia, and Massachu- 
setts are developing service delivery systems that are 
completely new and that involve a consolidation of the 
old services into a single unified delivery system. This pa- 
per concerns itself largely with this latter group, which 
has the greatest implication for mental health. 

The human resources concept has been generated in re- 
sponse to several key issues that have long been-concerns 
for health and social service workers. 


Concern for the Entire Person 


Few problems affecting an individual’s ability to cope 
with his environment exist in isolation. Physical, emo- 
tional, and financial problems are invariably entwined, so 
that it is difficult to restore an individual to a useful exis- 
tence by dealing with his difficulties in only one of these 
areas. While we have attempted to deliver services in this 
way in the past, it leaves the recipient with the inevitable 
belief that no one cares about him as a person or about 
the total needs he has in coping with society. 

The fundamental objective of the human resources 
concept is to provide services that meet total human 
physical, emotional, and social needs and to treat the in- 
dividual as an entire human being rather than deal with 
separate categorical areas of need. 

Basically, this is accomplished by creating a new serv- 
ice worker, the human resources generalist. This individ- 
ual, whose background might be in any of the social serv- 
ice or health fields, is responsible for ensuring that all of 
the coping needs of the client are met; in many ways he 
serves as a broker for the client with each of the special- 
ized service areas. 


Fragmentation of Services 


In many instances, all of the services that an individual 
needs are available but widely dispersed geographically 
and under separate administrative control. This usually 
means that the client must go through repetitious intake 
procedures each time he seeks a new type of service. 
Multiple sets of largely duplicative records are kept in 
different agencies in the community. 

The human resources approach seeks to consolidate 
the administrative functions to achieve a "single-door" 
entry into all services. This is accomplished ideally by 
bringing all the services together under one roof. How- 
ever, this is not physically feasible in most instances. At 
least a single administrative structure is established: one 
central data system contains all of the information gath- 
ered on a client, and each separate service can draw on 
and contribute to this data system. 


Economical Use of Qualified Staff 


In many states the availability of health and social 
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services is severely limited by a lack of staff. This is due 
either to an absolute lack of qualified personnel or io 
maldistribution of staff. Also, in many agencies profes- 
sionals spend a substantial part of their time performing 
work that they are overqualified for. The human re- 
sources conceot attempts to deal with this issue by relying 
heavily on the use of paraprofessionals to perform many 
of the functions normally carried out by professionals. 
This concept, largely pioneered by the community mental 
health centers and the Office of Economic Opportunity, 
encourages the maximum delegation of responsibility so 
that the professionals spend as much of their time as pos- 
sible doing those things which only they can do. 

At the same time, there is an attempt to break down 
some of the traditional professional boundaries and hier- 
archies found particularly in the health system. A team 
approach is emphasized at every level of the delivery sys- 
tem; a human resources specialist is the team leader. This 
approach begins at the commissioner's level and contin- 
ues down to the local service center staff. 


THE GEORGIA DEPARTMENT OF HUMAN RESOURCES 


In the last two years, the human resources concept has 
been applied in Georgia under the direct guidance of 
Governor Jimmy Carter. Under the government reorga- 
nization bill of 1972, the previous departments of health, 
family and children's services, vocational rehabilitation, 
and mental health were combined into a single Depart- 
ment of Human Resources. In addition, offices of drug 
abuse, aging, and children's affairs were established to 
provide special emphasis in these high-priority areas. (In 
some states corrections has also been included under hu- 
man resources; this is not so in Georgia.) 

The state has been divided into 3 regions and 23 service 
districts. All of the old departments combined into tne 
Department of Human Resources have been required to 
shift their own varying service boundaries accordingly. 

An active effort is under way to fully integrate the ac- 
tual provision of services formerly offered by the various 
agencies independently. This has involved a plan to co- 
locate services under one roof or near each other so that 
in many instances there is a "single-door'' entry point in- 
to the system, with shared staff and merged functions 
and responsibilities where possible. Regardless of 
whether the person's problem is physical, mental, with 
drugs or alcohol, or a welfare problem, he is seen initially 
by a human resources generalist. A single set of intake 
forms allows him complete access to all helping services 
in the system. This avoids the traditional shuffling from 
agency to agency, with their different staffs and with a 
completely new set of records being established with 
each encounter. 

The human resources generalist, who in some respects 
resembles the traditional caseworker, is the person who 
assumes ongoing responsibility for the patient and en- 
sures that he is treated in terms of his total coping needs. 
For example, the mental patient who has welfare needs 
no longer has io go to a different agency on the other side 
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of town to get them met, and the drug problem of a per- 
son in need of vocational rehabilitation is no longer re- 
garded as somebody else's responsibility. In many ways, 
the human resources generalist resembles the so-called 
“barefoot doctors" in the Chinese medical system. 


The human resources generalist performs a variety of 
specific functions geared toward enabling the client to 
adapt more successfully to the stresses of his environment 
and to gain greater access to existing helping resources 
that, for whatever reason, he may not have been ade- 
quately using. The most important function performed 
by the human resources generalist is to be a constructive 
listener and to act in a traditional counseling or psycho- 
therapeutic role. Working with both individuals and fam- 
ilies, the generalist attempts to provide emotional sup- 
port and to offer directive guidance in the handling of 
problem areas. The range of concern encompasses the 
patient's entire emotional needs and includes help with 
domestic budget planning, legal problems, and general 
adjustment to family, neighbors, and employers. 


Many clients encounter significant obstacles in merely 
accomplishing basic tasks necessary to alleviate their 
problems. An important second role of the human re- 
sources generalist is to assist the patient in performing 
these activities. This role includes such things as helping 
the client to make appointments or appear in court, to 
deliver and execute legal documents, and to get to job in- 
terviews. The counselor is responsible for providing what- 
ever practical assistance the client needs to follow the 
plan of action. 


A third function performed by the human resources 
counselor is to serve in a brokering role. For many clients 
the services they need are already available in the com- 
munity, but through lack of money, transportation, or 
even awareness they have not had the access to the spe- 
cialized help they need. Acting on the patient's behalf, the 
human resources generalist arranges to get the access he 
needs through the provision of funds or merely through 
sharing his knowledge of the services available. This is 
the type of function that vocational rehabilitation coun- 
selors have traditionally performed. 


Under the human resources concept, the traditional 
community mental health center is absorbed into the 
larger service center but continues within that context to 
provide care for the mentally ill. The major difference is 
that the many ancillary problems for which patients had 
in the past sought help from mental health center staff 
are now legitimately taken care of by the other agencies 
in the center. 

A single central service center with outlying facilities 
operating in the smaller communities is being established 
in most of the human resources districts in, Georgia. A 
service network is thereby provided that attempts to 
make help as accessible as possible, regardless of the size 
of the community in which a person lives. 

The program in each of the human resources districts 
is directed by a district commissioner who is a state em- 
ployee and directly answerable to the State Commis- 
sioner of Human Resources. 
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In many of the human resources districts the commu- 
nity mental health program has become the nucleus 
around which the whole human resources delivery system 
has been developed. A combined mental health center 
funded by the National Institute of Mental Health and a 
comprehensive neighborhood health center funded by the 
Office of Economic Opportunity, which has been de- 
scribed elsewhere (2), has in fact served as a model for 
much of the conceptual planning in Georgia. The as- 
sumption of responsibility for a person's total needs by 
the umbrella agencies has largely absolved the mental 
health programs from having to provide for their patients 
many of the social services that previously they had as- 
sumed by default. The result has been a substantial clari- 
fication of the role of the mental health programs and a 
return to a more traditional model for the psychiatrist. 
He no longer needs to concern himself directly with the 
patient's broader social needs, but can rest assured that 
these are being taken care of within the larger system. 
The role identity of the psychiatrists and the community 
mental health programs in general can thus be more 
clearly defined, and many of the dilemmas they have 
faced in recent years can be alleviated. 

In the past, categorical funding has created consid- 
erable problems in relation to the issue of integrating 
services. For instance, it is very difficult to determine 
from what budgetary source a human resources gener- 
alist should be paid. However, the national trend toward 
block grants and revenue sharing should not only facili- 
tate but encourage a move toward this type of service de- 
livery system. 

As with any idealistic and global attempt to meet com- 
plex human needs, the human resources concept has run 
into major problems in its implementation around the 
country. Continuing territoriality between different pro- 
fessional groups and between professionals and para- 
professionals has often frustrated the concept. Successful 
consolidation at the state level has. often occurred only to 
be followed by rigid resistance at the local level, where 
control of local welfare and health boards is a political 
prize that is not willingly given up. In the State of Wash- 
ington, where the initial implementation of the human re- 
sources concept seemed particularly successful, local re- 
sistance and other problems became so great that the 
state legislature reversed an earlier position and largely 
dismantled the newly created human resources depart- 
ment. An additional problem has been to find adequate 
senior staff who have the very broad expertise and vision 
necessary to administer these agencies. This obviously is 
a problem that will solve itself in time as more experience 
is gained by those working with the present fledgling op- 
erations. 

Despite these difficulties, the human resources model is 
one that seems to reflect the direction in which social 
service and health care delivery systems are moving 
throughout the country. These systems seem to be highly 
consistent with the needs and objectives of the overall 
mental health movement and deserve our careful atten- 


tion and support. The programs in Georgia, the State of 
Washington, and Massachusetts particularly appear to 
exemplify the new direction in which we are moving and 
represent an important new phase in the evolution of 
health and mental health care delivery in this country. 


PETER G. BOURNE 
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A System of Neglect: Indian Boarding Schools 


BY ERIC DLUGOKINSKI, PH.D., AND LYN KRAMER, M.S.W. 


_ This paper examines the frustrations and dilemmas 
present in maintaining separate schools for Indian chil- 
dren. The diversity of approaches in these schools, the 
problems of acculturation, and a history of poor individ- 
ual academic and emotional adjustment suggest that a re- 
formulation of tasks and priorities be undertaken that 
emphasizes creative solutions to special needs. Counsel- 
ing services that are more peer-oriented, as well as multi- 
faceted supportive services, are recommended. The au- 
thors also discuss such issues as intertribal rivalry and 
student apathy. 


BUREAUCRATIC TRADITIONS have made it difficult for 
most educational systems to respond sensitively to 
changing needs. This paper will focus on the particular is- 
sues and problems of the Indian boarding school, a 24- 
hour setting whose population is limited to one ethnic 
group. Some of the issues discussed are unique to this 
particular setting but many can be recognized as com- 
mon core problems of: 1) ethnic groups striving to 
achieve the fruits of the American system without com- 
promising their own identity, integrity, or heritage, and 
2) educational systems that foster an attitude which con- 
tinues to isolate and polarize the student and the institu- 
tion from each other. 

Evidence suggests that boarding school experiences ac- 
centuate rather than resolve problems for Indian chil- 
dren (1). At least part of the problem seems to stem from 
uncertainty as to the school system's continued existence. 
In one secondary school in Oklahoma where we provided 
consultation, the staff was uncertain whether they or their 
school would continue from one year to the next. Every- 
one seemed to be involved in a kind of holding action; the 
implicit guideline was make no noise and cause no no- 
tice." It was as if the staff, perhaps adaptively, hoped that 
it could creep quietly into another year of existence. In 
order for a person to effectively examine himself and his 
behavior, a basic sense of security must be present. In 
many Indian schools this type of examination has not 
taken place, primarily because there is no such security at 
the institution's base. Constructive change is a time- and 
effort-consuming task, and involvement of this type is not 
stimulated in an environment of impending extermi- 
nation. 
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The issue of continuing the separate school system has 
been debated for a long time. The psychological prob- 
lems of Indian children attending boarding schools have 
been pointed out by many authors (2-5). However, as so- 
cial planners argue the questions and discuss the prob- 
lems, the schools themselves continue their uncertain and 
ambiguous role. They exist and attempt to "carry on." 
Qualified staff personnel become more difficult to attract 
and keep; students are referred and expelled, often for the 
same reasons; the whole system seems to be trying to 
maintain itself in an atmosphere of quiet chaos. Regard- 
less of the eventual answer to these questions we do an in- 
justice to the schools, their staff, and the students in per- 
petuating this state of indecision. 


HISTORICAL REVIEW 


In order to understand the present dilemma in these 
schools, we must first examine the rationale for main- 
taining an exclusive facility for Indian children and ado- 
lescents. Implicit in the origin of these schools was a de- 
sire to patronize and control. In the early years efforts 
were directed toward eliminating the Indian cultures, 
whose mere existence was a painful reminder of embar- 
rassing incidents in American history. Regardless of the 
motivation, children were forbidden the privilege of 
speaking their native language. 

Tribal traditions were ignored and downgraded, leav- 
ing the Indian child with little dignity and eroding his 
pride in his heritage. Although we use different words and 
claim that the school's purpose today is to help the stu- 
dents, is the present system really so different? It seems 
that the only rationale for Indian boarding schools is to 
mitigate those special problems which society has created 
for the Indian people, e.g., culture shock, a destruction of 
Indian heritage and pride, and discriminatory practices. 
A Pawnee war song expresses the problems this way: 


Let us see, is this real, 

Let us see, is this real, 

This life I am living? 

Ye gods who dwell every where, 
Let us see, is this real, 

This life I am living?! 


‘From Daniel G. Brinton (6). This is, says Brinton, a war song with a 
curious metaphysical turn. It is sung when a warrior goes out all alone 
on the warpath from which it is likely he will never return. 


PRESENT-DAY UTILIZATION OF THE SCHOOLS 


There are many reasons for the use of an Indian board- 
ing school as a resource. Sometimes, in the remote areas, 
no local school is available. Often it is used as a last 
chance for a child before sending him to a training school 
or reformatory or as a dumping ground by parents who 
fee] their children are beyond their control. At times fam- 
ilies suffer from extreme poverty, and supplying even 
clothes or school supplies to their children is a hardship. 
Many children come from homes broken by divorce, de- 
sertion, or death. Some parents send their children in the 
hope that they will attain a good education and have en- 
riched social experiences. 

This kind of diversity would place a stress on any insti- 
tution. However, unless the Indian boarding school can 
begin to deal with the diversity and the basic dilemma of 
American Indian youth regarding acculturation, there is 
little justification for perpetuating the system. The stu- 
dent body of the Indian boarding schools presents a 
unique challenge and demands a unique and creative 
solution. Special schools must be special. 


WHAT ARE THE PRIORITIES? 


The issues that need to be examined are many; at their 
heart, however, is the basic issue of the criteria for eval- 
uating the effectiveness of an Indian school. Many super- 
intendents are judged by their political and administra- 
tive ability to gloss over the problems in their schools. 
Things are thought to be going smoothly if there are no 
mass disruptions or embarrassing public incidents. 
Change is often at least temporarily disruptive; therefore 
major changes are discouraged. 

For example, real student participation in boarding 
school affairs, the facilitation of intra- and interstaff 
communications, and innovative planning are dis- 
couraged or deterred by this emphasis on stability and 
status quo. The quiet operation of a boarding school may 
be irrelevant to its effectiveness for students. 

Once meeting the needs of the student is given priority, 
these needs can be identified and ways can be evolved for 
dealing with them. One of the needs involves counseling 
services for Indian students. Some of the stressful situ- 
ations that the Indian student faces include being Indian 
in a school based on the white man’s culture and living 
away from home, family, friends, and traditions. Aca- 
demically Indian students are far behind the national 
norms; evidence suggests that the decrement becomes 
greater as students progress through elementary into sec- 
ondary schools (4, 7, 8). A majority of Indian students do 
not learn optimally from traditional classroom ap- 
proaches, and problems of acculturation become even 
more severe with the onset of puberty. Bryde (4) reported 
a national dropout rate of 60 percent for Indians from the 
8th to the 12th grades. (The national average was 23 per- 
cent). This situation does not improve for those who go 
on to college. Wax and associates (3) reported that 52 
percent of all Indian students who attended Southern 
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State Teachers College in South Dakota dropped out in 
the first three quarters of college. 

Effective psychosocial adjustment is also much more 
difficult for the Indian child and adolescent. In studies us- 
ing the Minnesota Multiphasic Personality Inventory 
(MMPI) (4, 9) Indian children revealed greater person- 
ality disruptions and problems of adjustment than the 
norm. Feelings of anxiety, depression, and emotional 
alienation were frequently reported. The authors sug- 
gested that the school system, with its white midle-class 
value system, was especially significant in the creation 
and perpetuation of these problems because it lacked per- 
sonal relevance to the Indian student. 


THE NEED FOR RELEVANCE AND CHANGE 


At present, supportive services are minimal: Counsel- 
ing services, which are understaffed, are usually faced 
with a combination of tasks including counseling, dis- 
ciplinary activity, and often routine errands of the institu- 
tion. The dangers of combining disciplinary and counsel- 
ing activities have been discussed elsewhere (5). Aithough 
both are necessary and important, it is very difficult for 
one person to handle the two functions. 

However, a well-trained client-oriented counseling 
staff that assumes the role of student advocate may be 
only the first step toward establishing more effective 
counseling services for Indian students. Krush and asso- 
ciates (9) reported that Indian students have distinctly 
different value systems from their teachers and other 
boarding schoo! staff. Hollingshead and Redlich (10), 
Taft (11), Rogers (12), and Tagiuri and Petrullo (13) are 
among those who have discussed the difficulties in work- 
ing with persons in therapy whose value systems may be 
different from that of the therapist. Progress is generally 
felt to be more difficult in these cases. For these reasons it 
may be preferable for the counseling staff to concentrate 
on group therapies and house meetings, limiting individ- 
ual therapy appcintments to specific types of crisis inter- 
vention. 

To supplement this type of counseling, two more peer- 
oriented supportive services could be offered. First, se- 
lected students might be encouraged to develop their own 
informal “rap center.” After receiving short but intensive 
training (perhaps involving course credit) in the basic 
techniques of counseling, these students could function in 
a supportive way with their peers and perhaps participate 
in the training of those who would take their place. Effec- 
tive student counselors may empathize earlier, work 
more effectively, communicate more easily, and reach 
more people than are reached by our traditional forms of 
counseling. They are also more likely to have student 
welfare as the prime focus of their intervention; this is a 
more complicated issue for the adult therapist who is 
serving two clients. 

Second, services to students can be further supple- 
mented by course material in which personal adjustment 
is the major focus. Small group discussion of personal is- 
sues could do a great deal to help students come to grips 
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with issues that are frustrating them and influencing their 
lives. Leighton and Kluckhohn (14) found that control in 
the Navajo culture is achieved by “lateral. sanctions” 
rather than by sanctions from above. Perhaps support 
and constructive intervention can also be attained at the 
peer level. Thus, counseling services in a multifaceted ap- 
proach involving professional counselors, peers, and the 
classroom can help make the boarding school a support- 
ive environment in the true sense—a system that amelior- 
ates student needs in a meaningful, constructive, and per- 
sonal way. | 

Inadequate student support systems are not limited to 
Indian boarding schools. Many ghetto schools and multi- 
ethnic educational settings experience the same prob- 
lems, frustrations, and polarities. Drug and alcohol 
abuse, student apathy about class and life in general, pre- 
marital pregnancy, and attempted suicides are evidenced 
in a variety of educational settings; however, the severity 
and abnormal frequency of these problems are cause for 
special concern in the Indian boarding school. 

For example, at the institution where the authors pro- 
vide consultation, the majority of the students appear 
apathetic about attending classes. Attendance records are 
kept, and when a student misses too many classes he is 
suspended from a school that he did not want to attend 
anyway. When as many as 50 percent of the students skip 
classes on a given day, we must examine the school as 
well as the individual. Some students will be apathetic 
about school regardless of what is offered, but this need 
not be true for a majority of students in any setting. 
School activities have been unrewarding for many teach- 
ers and for many students. If making the learning experi- 
ence a more exciting one for both students and staff can 
be seen as the goal, then a coordinated effort to create an 
exciting learning-teaching environment can be imple- 
mented. 

Further complicating these problems are issues that 
are unique to an Indian population. There are as many as 
30 different tribes represented in one boarding school. 
The differences in language, culture, philosophy, and tra- 
ditions among the various tribes are ignored. Group ri- 
valries and retaliation still exist, although they are much 
less common today than formerly; however, they receive 
little recognition by the staff. We learned from our con- 
sultation with one school that a significant proportion of 
students referred for psychotherapy had fears of aggres- 
sion, mostly involving intertribal conflict. One boy re- 
lated that he was caught in a vicious circle involving his 
tribe and another tribe at the school. Although in near 
terror and exhausted from his plight, he explained that 
his manhood depended upon his defending himself and 
other members of his tribe against the other tribe. One 
retaliation led to another until his daily life became a se- 
ries of aggressions and counteraggressions. He felt hope- 
lessly inadequate to handle the problem. Soon afterwards 
he left the boarding school, expelled for fighting. 

Many others faced similar problems and dilemmas. 
Manhood, personal identification, and self-respect all 
seem intertwined in this self-defeating system. Certainly 
this kind of behavior cannot be legislated out of existence 
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or controlled in a punitive way. There is enough pain 
among the student population to motivate them to deal 
constructively with this problem if they are given “‘per- 
mission” to do so. Permission may come first through 
recognition of the problem and second through the en- 
couragement of student action and involvement. With en- 
couragement the students may be able to change and im- 
prove their relationships with each other by dealing with 
their differences and similarities in more constructive 
ways. 


INVOLVING THE STUDENTS 


Whatever the issues, students in all settings (and In- 
dian students in particular) are more likely to play a con- 
structive role when the issues are handled openly and 
with real student participation. A “‘we-they” dichotomy 
and separation makes all of these issues harder, if not im- 
possible, to deal with. The administration needs the stu- 
dents’ help and should not be afraid to ask for it. The 
subtle games of separation, avoidance, control, and 
maintenance of the status quo are not productive in any 
setting and certainly are not effective in the Indian board- 
ing school. Each Indian youngster is faced with making a 
decision regarding the acculturation dilemma. This is es- 
pecially apparent for those who have grown up on a res- 
ervation. This task further compounds the crisis for the 
Indian adolescent. The crisis for all Native Americans is 
perhaps most eloquently presented in a Teton-Sioux 
song (15) 


A warrior 

I have been 
Now 

It is all over 
A hard time 
] have. 


It will take a great deal of courage for us to examine 
the problems and move toward constructive change. Per- 
haps if this is done, the Indian boarding school can be- 
come more meaningful and effective for the students it 
serves, Real student participation combined with a fresh 
attitude toward change would greatly improve the 
present situation. As long as Indian boarding schools are 
alive they should be guided by attitudes and policies that 
make them a force that enhances the growth and devel- 
opment of each Indian youth to his or her fullest poten- 
tial. 
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SPECIAL SECTION: Schizophrenia: Approaches to Diagnosis 





Changes in Subtype Diagnosis of Schizophrenia: 1920-1966 


BY JAMES R. MORRISON, M.D. 


A review of admissions to a general psychiatric hospital 
over a 47-year period revealed that the diagnoses of cata- 
tonic and hebephrenic schizophrenia decreased mark- 
edly, that paranoid schizophrenia, with some variation, 
remained approximately the same, and that there was a 
great increase in chronic undifferentiated schizophrenia. 
Possible causes for these findings include changes in defi- 
nitions and in hospital admission practices; the more ef- 
fective use of therapy, the degree and type of drug abuse, 
and the waning interest of psychiatrists in clinical diag- 
noses may provide other reasons. 


THE DIAGNOSIS OF SCHIZOPHRENIA and its subtypes has 
been subject to numerous fads in American psychiatry 
since early in this century. It has been noted (1, 2) that 
catatonic schizophrenia has become a clinical rarity; Brill 


and Glass (3) found that although the hebephrenic sub-: 


type was common 50 years ago, less than 1 percent of 425 


recently hospitalized patients were diagnosed as he- 


bephrenic. Grinker (4) also noted a decrease in the num- 
ber of catatonic patients over the past 20 years, but he 
was unable to evaluate the decrease statistically or to 
state whether the absolute number of schizophrenics had 
changed. Boisen (5) found marked variations in subtype 
diagnosis not only from state to state but also from one 
hospital to another within the State of Illinois. Because 
subtype diagnosis has been widely used in psychiatry, the 
changes that have occurred in diagnostic practices are of 
more than passing interest. 

In the present study, the frequency of the diagnosis of 
schizophrenia and its subtypes is examined in relation to 
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diagnoses for all admissions to a single hospital over the 
course of 47 years. 


METHOD 


From the patient registry of the Iowa State Psycho- 
pathic Hospital, a state-supported, university-affiliated 
institution for the short-term treatment of acutely ill 
patients in Iowa City, the names and diagnoses of all 
patients admitted from 1920, when the hospital opened, 
through 1966 were obtained. Incidence figures for schizo- 
phrenia in this acutely ill hospital population were de- 
rived by counting the number of patients with the diag- 
nosis of schizophrenia as categorized by Bleulerian 
subtype: catatonic, hebephrenic, paranoid, and simple. 
With the advent of the new nomenclature in 1952 (DS M- 
I) (6), other subtype diagnoses began to appear and were 
tabulated, with unspecified cases, as "other": acute or 
chronic undifferentiated, schizo-affective, residual, and 
childhood schizophrenia. i 

The diagnosis of the four Bleulerian subtypes of schiz- 
ophrenia was made in essentially the same manner 50 
years ago as it is today. Scored was the final diagnosis 
made by vote of the attending and resident staff physi- 
clans, a vote made only after “‘vigorous debate, citation 
of facts from psychiatric literature, and minute exam- 
ination of details of history or mental status” (7). From 
perusal of over 1,000 of these charts, it is clear that diag- 
nosis has never been taken lightly at this hospital. 


RESULTS 


During the 47 years under study, 15,719 patients were 
admitted to the hospital, of whom 91 percent were re- 
corded as having a definite diagnosis at discharge. (The 
lower percentage of cases diagnosed during the first 25 
years 1s due to the fact that none were recorded for 1921, 
1922, and 1927.) 


TABLE 1! 
Patient Diagnoses in lowa State Psychopathic Hospital, 1920-1966 


Item 1920-1944 1945-1966 Chi-Square 
a ee R 
Number of all patients 7,406 8,313 
Number with diagnosis 6,287 8,077 
Percent with diagnosis 84.9 97.2 
All schizophrenic patients 965 1,243 0.01 
Percent of all patients with 
diagnosis 15.35 15.39 
Catatonic 
Number 137 105 16.49* 
Percent of all schizo- 
phrenics 14.20 8.45 
Hebephrenic 
Number 260 12 164.78* 
Percent of all schizo- 
phrenics 26.94 5.79 
Paranoid 
Number 236 489 39.04* 
Percent of all schizo- 
phrenics 24.46 39.34 
Simple ' 
Number 94 49 28.30* 
Percent of all schizo- 
phrenics 9.74 3.94 
Other 
Number 240 528 51.67* 
Percent of all schizo- 
phrenics 24.87 42.48 
*d.f. = l,p« 001. 


During the study period some fluctuations in the per- ` 


centage of patients diagnosed as schizophrenic occur, 
with the most notable dip in 1955-1959, when only 12 
percent of the patients were so diagnosed. However, the 
5-year average never rose above 18 percent, placing this 
institution among the most conservative as far as this 
diagnosis is concerned. Although there are fluctuations in 
the individual 5-year periods (which may represent the 
comings and goings of individual instructors or resi- 
dents), when the first and second halves of the total time 
period involved are evaluated there is no difference in the 
percentage of patients diagnosed schizophrenic (15 per- 
cent) (see table 1). 

It is apparent from table ] that whereas the overall 
percentage of schizophrenics remained relatively con- 
stant, marked changes occurred in the subtype diagnosis. 
The apparent decline of hebephrenia is the most striking. 
Once the most frequent of all the subtypes, this diagnosis 
has declined to about one-fifth its former prevalence 
among psychiatric admissions. Catatonia has undergone 
a similar, if less steep, decline, as has simpie schizophre- 
nia. Paranoid subtypes incredsed from 24 percent to 
nearly 40 percent, and there was a nearly twofold rise in 
other and undifferentiated types. 

The points in time.at which changes in relative fre- 
quencies of subtype diagnoses occurred are of some inter- 
est (see figure 1). Catatonia dropped two- to threefold in 
the early 1930s and has continued at a relatively constant 
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FIGURE ! 
Percents of Diagncsed Schizophrenics Among Patients with Diagnosis, 
by Five-Year Periods 
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*This category includes patients diagnosed as having acute or chronic undiffer- 
entiated, childhood, residual, schizo-affective, or unspecified schizophrenia. 


level since. On the other hand, hebephrenia remained at a 
relatively high level until the early 1940s; the number of 
patients so diagnosed from that time through 1955 de- 
clined steadily, so that practically no schizophrenics were 
called hebephrenic in the last ten years of the study. As 
was previously noted, simple schizophrenia never ac- 
counted for much more than one-eighth of the total, and 
it has declined moderately over the past 15 years. The 
diagnosis of paranoid schizophrenia peaked in the 1950s 
and has since declined to a level virtually identical to its 
frequency of diagnosis during the early years of operation 
of this hospital. 

The frequency of other and undifferentiated types of 
schizophrenia remained, after an initial rise in the 1920s, 
fairly constant up until the 1950s. During the 1960-1964 
time period a twofold rise occurred, so that by 1966, the 
last year for which data were available, other and undif- 
ferentiated types of schizophrenia constituted nearly 
three-quarters of the entire schizophrenic population. In 


-the years since 1953, when other subtype diagnoses came 


into general use with DSM-I, chronic undifferentiated 
schizophrenia was diagnosed in ever-increasing numbers, 
until by the last four years under discussion it comprised 
more than 50 percent of the other and undifferentiated 
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group (35 percent to 50 percent of all schizophrenics). 


DISCUSSION 


Despite some year-to-year variation, the frequency of 
the diagnosis of schizophrenia remained constant relative 
to the total gamut of diagnoses made at this institution 
during a 47-year period. This finding is in accord with the 
work of Achte (8), who noted no change in the percentage 
of schizophrenics admitted to a Finnish hospital between 
1934 and 1954. Goldhamer and Marshall (9) showed that 
over the years 1840 to 1940, the incidence of first admis- 
sions to mental! hospitals for psychosis showed no appre- 
ciable change when one considered patients aged up to 
50. Older patients were more likely to be admitted in the 
recent years, but this trend was due to the psychoses of 
old age rather than to an increasing incidence of schizo- 
phrenia. On the other hand, Malzberg (10) noted that 
schizophrenia has accounted for an increasing proportion 
of all hospital admissions in the State of New York; Ter- 
ris (11) interpreted these data as resulting from changing 
diagnostic standards. These discrepancies may be ex- 
plained in part by the often noted and increasing ten- 
dency among American psychiatrists to call atypical 
cases schizophrenic, whereas British psychiatrists lean 
more toward a diagnosis of affective disorder (12). 

The rate (15 percent) of patients for whom schizophre- 
nia has been diagnosed in the present study is low com- 
pared to rates quoted by other authors (Achte found a 
rate of 45 percent in both 1934 and 1954 [8], although he 
noted that the percentage of “typical” schizophrenics had 
decreased in his 1954 series). A follow-up of all patients 
diagnosed as having schizophrenia between the years 
1934 and 1944 at Iowa State Psychopathic Hospital re- 
vealed that only 17 percent of all patients recovered (13), 
again indicating that relatively few *'good-prognosis" 
patients, whom some authors (14, 15) consider to have a 
variant of affective disorder, appear in the data reported 
here. 

Although the absolute percentage of schizophrenics 
diagnosed at this hospital changed little with time, it is 
possible that the variation in subtype diagnosis could be 
accounted for by changes in the definitions used to iden- 
tify those subtypes. Brill and Glass (3) noted that Bleuler 
included as hebephrenic all acute cases that did not be- 
come paranoid or catatonic and all chronic cases in 
which hallucinations and delusions did not dominate the 
picture. In contrast to this rather inclusive view of 
hebephrenia, in which there are no specific symptoms, 
Slater and Roth (16) described thought disorder as being 
the predominant symptom of this group. Adding to the 
confusion is the Leonhard system of diagnosis, in which 
four subgroups of hebephrenia are described: silly, ec- 
centric, shallow, and autistic (17). Boisen(5) docu- 
mented the variability with which this diagnosis has been 
made, within even the same state in the same year. It is 
thus understandable, perhaps forgivable, that many 
American psychiatrists have succumbed to the tempta- 
tion to call all nonparanoid, noncatatonic cases either 
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acute or chronic undifferentiated schizophrenia. As late 
as 1950, however, Achte(8) was able to identify an 
abundance of hebephrenic probands. Definitional dif- 
ferences would appear less likely to account for a de- 
crease in catatonic patients, because the motor symp- 
toms which serve as hallmarks of that syndrome are 
readily identifiable (18). 

The use of hospital admission data may have in- 
troduced further artifacts into these figures. Reid (19) 
noted that such “‘nosocomial” factors as shortage of beds 
may affect numbers of patients of one type admitted. 
Certainly during portions of the time period in question a 
waiting list for admission to this hospital did exist, and it 
is possible that some severely ill patients were referred to 
other institutions. Again, patients with milder or atypical 
forms of the illness may have been admitted in greater 
numbers with succeeding years; this might dilute the 
number of “typical” patients seen but would not reduce 
to zero the diagnosis of typical hebephrenia. 

More effective use of therapy 1n the hospital might also 
account for some changes. Thus hebephrenia, considered 
by some authors (3) to be a “regressed psychotic state 
that generally results from a long-standing withdrawal 
from reality in chronically hospitalized patients" could 
be seen in reduced numbers because of active milieu pro- 
grams, in contrast to the back-ward warehousing of pa- 
tients practiced for so long in this country. Odegard (20) 
concluded that in Norway mental hospital treatment be- 
came more efficient around 1936, leading to a greater 
probability of discharge. He believed that this pattern 
was repeated in the United States several years later, 
which would correspond with the beginning of the decline 
in the diagnosis of hebephrenia in these data. However, 
this factor should have relatively little impact for Iowa 
State Psychopathic Hospital, which has always received 
patients on a short-term acute basis and which has had a 
relatively low (eight-percent) readmission rate. 

Reid also described "threshold-affecting" factors as 
sources of error in hospital admission data. These repre- 
sent changes in the balance between severity of illness, as 
measured in terms of social adaptation, and the toler- 
ability of iliness to the public and to physicians. Some 
schizophrenic patients may be absorbed or masked by the 
“youth culture" and not be referred to the hospital at all. 
Again, admission may be influenced by physician opti- 
mism as to outcome-with hospitalization or by distance 
to the hospital. 

The development of new and effective drug treatment 
outside the hospital could be included under this cate- 
gory. However, the decline in hebephrenia began in 1940, 
15 years before the general introduction of phenothia- 
zine treatment in this country. The use of elec- 
troconvulsive treatment (ECT) did begin in 1940, but it is 
generally considered to be of little use in any subtype 
other than catatonic schizophrenia (21), and it is seldom 
administered on an outpatient basis. Treatment outside 
the hospital has improved since 1954, when phenothia- 
zines came into use, but the changes documented here be- 
gan long before. 

Abuse of psychotomimetic drugs or of psycho- 


stimulants could change the form the illness takes. A 
patient who otherwise would become paranoid might be 
precipitated into more severe thought and affect disorder, 
hence more likely to be called chronic or acute undiffer- 
entiated type. Other variables such as infections (22) and 
brain trauma (23) may simulate schizophrenia or influ- 
ence its course. 

The proposition that the stresses of contemporary so- 
ciety may precipitate psychosis has long been advanced 
by those seeking the cause of schizophrenia. Greater con- 
temporary stress should produce more early-onset (un- 
differentiated or hebephrenic) illness, presumably at the 
expense of the paranoid subtype, but in fact hebephrenia 
has all but disappeared and paranoid schizophrenia at no 
time decreased below the 1920-1940 level. Goldhamer 
and Marshall (9) noted that physicians of the 19th cen- 
tury, believing mental illness to be on the rise at that pe- 
riod also, *appealed to the competitive character of so- 
cial existence and to increased personal responsibility 
and freedom as an explanation" (9, p. 95). 

Each of these explanations may play a role in the 
changes of diagnosis documented here. However, a num- 
ber of observations cannot be readily explained, such as 
the sudden decline of catatonia around 1930 and the sig- 
nificant (though transitory) rise of paranoid schizophre- 
nia in the 1940s. The waning interest of psychiatrists in 
diagnosis may have influenced the marked increase in 
other and undifferentiated types, beginning around 1955, 
but proof of such diagnostic sloth is lacking. The fact that 
paranoid-type schizophrenia, alone of the classical sub- 
types, has held its own through the years provides some 
support for the division of schizophrenia into paranoid 
and nonparanoid types, the latter showing relatively 
more phenotypic susceptibility to environmental influ- 
ences or being more subject to fads of diagnosis. ` 
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Manic- Depressive Illness and Acute Schizophrenia: A Clinical, 
Family History, and Treatment- Response Study 


BY MICHAEL ALAN TAYLOR, M.D., PEDRO GAZTANAGA, M.D., AND RICHARD ABRAMS, M.D. 


The authors examined 26 consecutive patients who had a 
diagnosis of acute schizophrenia upon admission to an in- 
patient psychiatric unit of a municipal hospital. Only one 
patient satisfied research criteria for schizophrenia, 
whereas half of the patients received a research diagnosis 
of mania. The group with a research diagnosis of mania 
was compared with a group of schizophrenics and manic 
patients for whom admission and research diagnoses con- 
curred, no differences from the research manics but 
marked differences from the research schizophrenics 
were found in this group in regard to clinical, genetic, and 
treatment-response variables. The authors conclude that 
many patients receiving the diagnosis of acute schizo- 
Phrenia actually suffer from an affective illness and rarely 
satisfy rigorous criteria for schizophrenia. 


FIFTY YEARS AFTER ITS INTRODUCTION by Bleuler (1), 
acute schizophrenia remains a diagnostic label without a 
disease. Bleuler’s term arose from his observation that in- 
dividuals with “typical” schizophrenic psychopathology 
did not necessarily have a deteriorating course, as had 
been suggested by Kraepelin (2), and that nearly 25 per- 
cent remitted (1, 3-5). 

The obvious need to know early in the course of illness 
which schizophrenics would deteriorate and which would 
remit has stimulated many clinicians to search for symp- 
toms with prognostic value. Kasanin’s schizo-affective 
schizophrenia (6), Jaspers’ reactive schizophrenia (7), 
Langfeldt’s schizophreniform psychosis (8), Meduna’s 
oneirophrenia (9), Adland's acute exhaustive psycho- 
ses (10), and Vaillant’s remitting schizophrenias (11) 
have all been introduced in partially successful attempts 
to define those patients whose illness resolved. Robins 


and Guze (12) summarized this literature and described © 


several prognostic signs that they reported to be valid 
predictors of outcome in nearly 85 percent of patients 
diagnosed as schizophrenic. Indicative of a poor prog- 
nosis were insidious onset (with duration of illness over 
three months), blunted affect (with intact sensorium), 
poor premorbid adjustment (schizoid or paranoid per- 
sonality), and absence of precipitating factors. They con- 
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cluded that remitting schizophrenics had a different ill- 
ness from that of deteriorating schizophrenics. 

Taylor (13) examined schizophrenics with Schneider's 
first-rank symptoms (14) and concluded that this group 
generally corresponded to the poor-prognosis schizo- 
phrenics. Abrams and Taylor (15) investigated a similar 
sample of patients and demonstrated that first-rank 
symptoms were unrelated to severity of illness, support- 
ing the assertion that such symptoms defined a group of 
patients with a specific (poor prognosis) illness. In this 
paper we attempt to answer the question “What is acute 
schizophrenia?" 


METHOD 


In order to provide data to establish the validity of this 
subtype of schizophrenia we applied, in part, the 5-phase 
method of Robins and Guze (12), 1.e., clinical description, 
delimitation from other disorders, laboratory studies, 
family studies, and treatment response (the closest fea- 
sible approximation to follow-up studies available to us), 
to a sample of 247 consecutive admissions to an acute 
treatment inpatient psychiatric unit of a municipal hospi- 
tal in New York City over a 7-month period. 

Each patient was examined by one of us in a semi- 
structured interview. Information was recorded for the 
variables of admission diagnosis, prior hospital discharge 
diagnosis (where applicable), demographic character- 
istics, and the clinical phenomenology of the index ad- 
mission. Index cases were also examined for age at first 
onset of psychiatric illness, using the modified criteria of 
Baker and associates (16), and for subsequent illness 
course and a history of alcoholism, using the criteria of 
Guze and associates (17). Information was also recorded 
for each first-degree relative for history and type of psy- 
chiatric illness and/or alcoholism. A research diagnosis 
was then made according to a number of criteria. 

The criteria for schizophrenia (1 through 6 required) 
were: 

|. The presence of formal thought disorder (e.g., block- 
ing, nonsequiturs, neologisms, word approximations, ver- 
bigeration). 

2. The presence of emotional blunting (restricted affec- 
tive range and intensity with absence of emotional re- 
sponsivity, warmth, finer ethical and moral notions, or 
feelings of love for friends and family). 

3. The presence of incomplete verbal auditory halluci- 
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TABLE | 
Demographic Comparison of Patient Groups 








Mean Age Mean Duration Mean Episodes of 
Sex at Index Mean Age of Illness Iliness per 

Patient Group Number M F Admission at Onset (in years) Patient-Year of Illness 
Admission and research 

diagnosis of schizophrenia 11 8 4 31.82 22.09 9.73 .67 
Acute schizophrenia 

rediagnosed mania 13 7 6 35.31 25.15 9.16 .94 
Admission and research 

diagnosis of mania 22 8 14 38.68 27.68 11.00 72 


nations or autochthonous (sudden, fully formed) delu- 
sional ideas, except for grandiose delusions of wealth or 
high birth or depressive ones of sin, poverty, or guilt. 

4. The absence of any medical illness known to pro- 
duce psychiatric symptoms (e.g., pernicious anemia, 
Graves’ disease, pellagra). 

5. The absence of unequivocal signs of coarse brain dis- 
ease (e.g., focal central nervous system signs, altered con- 
sciousness, amnesia). 

6. The absence of any history of hallucinogenic drug 
ingestion or of the use of psychostimulant drugs asso- 
ciated with the index admission. 

The criteria for mania (1 through 4 required) were: 

1. The presence of hyperactivity. 

2. The presence of rapid and/or pressured speech. 

3. The presence of a euphoric, expansive, or irritable 
mood. 

4, The absence of any evidence of coarse brain disease, 
any medical illness known to produce psychiatric symp- 
toms, or psychostimulant drug abuse associated with the 
index admission. 

The remaining criteria were those of Jaspers (18) for 
reactive psychosis, of Slater and Roth (19) for the 
neuroses, organic brain syndrome, endogenous depres- 
sion, and alcoholic states, and of Schneider (14) for the 
personality disorders. 

Patients were also examined for the presence of 
Schneider’s first-rank symptoms (14) and the prognostic 
signs described by Robins and Guze(12). First-rank 
symptoms included thought broadcasting, complete audi- 
tory hallucinations, delusional perception, experiences of 
influence, and experiences of alienation. These phenom- 
ena have been described in detail by Taylor and Hei- 
ser (20). Poor prognostic signs included insidious onset 
(with duration of illness more than three months), 
blunted affect (with intact sensorium), poor premorbid 
adjustment (schizoid or paranoid personality), and ab- 
sence of precipitating factors. 

After discharge from the hospital, treatment outcome 
was rated by a blind investigator who was presented with 
a description of the patient’s condition on admission and 
at time of discharge. All information concerning admis- 
sion and research diagnosis, treatment received, de- 


mographic characteristics, family history, and symptom 
form was deleted from this description. (E.g., the terms 
delusions, hallucinations, thought disorder, and abnor- 
mal motor behavior were used but what kind of delusion, 
hallucination, etc., was deleted.) Treatment response was 
rated on a four-point scale (minimal, moderate, marked, 
remission). 

For the present report, we selected the data for all 
patients with the index admission diagnosis of acute 
schizophrenia. Data for all patients with the admissicn 
diagnosis and the research diagnosis of schizophrenia or 
mania were also selected for comparison because of the 
continuing disagreement over the differentiation of schiz- 
ophrenia from the affective disorders. Recent genetic ard 
clinical investigations of manic-depressive illness suggest 
that 50 to 100 percent of affectively ill patients have re- 
ceived prior diagnoses of schizophrenia (21, 22). 


RESULTS 


Twenty-six patients were admitted with a diagnosis of 
acute schizophrenia. For two this was the first admission, 
and the remainder had had previous hospital discharge 
diagnoses of acute schizophrenia. 

Only one of the 26 patients satisfied research criteria 
for schizophrenia. Research diagnoses for the remaining 
25 included mania (N=13), reactive psychosis (N — 5), 
personality disorder (N=3), alcoholic state (N 23), and 
organic brain syndrome (N= 1). 

The patients rediagnosed as manic according to re- 
search criteria constituted a majority of the noa- 
schizophrenic research diagnoses for the sample. We 
therefore compared this group of 13 patients with the two 
other groups: all patients who received admission and re- 
search diagnoses of schizophrenia (N=11), and all 
patients who received admission and research diagnoses 
of mania (N - 22). 

Table 1 compares some demographic variables for the 
three groups; no differences were found among them for 
the variables tested. Table 2 compares clinical phenom- 
ena of the index admission for the three groups. (No im- 
portance should be ascribed to the significan: difference 
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TABLE 2 
Comparison of Clinical Phenomena of Patient Groups 








First-Rank Poor Prognostic 


Apophanous 


Auditory Other Thought (Delusional) 





Patient Group Number Symptoms Symptoms Hallucinations Hallucinations Disorder Phenomena Alcoholism 
Admission and research 

diagnosis of schizophrenia 11 6 10 10 8 LI 10 3 
Acute schizophrenia 

rediagnosed mania 13 ] 0 7 7 12 11 10 
Admission and research 

diagnosis of mania 22 ] 3 9 9 17 12 9 


TABLE 3 
Response to " Doctor's Choice" Treatment Among Patient Groups 


f Response 
Treatment Minimal Moderate Marked Remission 
Admission /research 
schizophrenics (N = 11) l 
Neuroleptics alone 6 4 l — 


Acute schizophrenics 

rediagnosed manic 
(N = 13) 

Lithium alone — E 

Neuroleptics alone 

Lithium and neuroleptics — — 

ECT — 

No treatment 

Total 


vana N 
ediad] 

>| [ane 
OS 


Admission/research manics 
(N = 22) 
Lithium alone — 
Neuroleptics alone 
Lithium and neuroleptics 
No treatment 
Tota! 


T 
iot Tbe 
o | ctu 
of = | o 


[x^ = 16.69, p < .01] found for poor prognostic signs, 
since this, along with auditory hallucinations, was used 
as a diagnostic criterion for original separation of patient 
groups.) Admission/research schizophrenics had more 
first-rank symptoms than acute schizophrenics rediag- 
nosed manic (x? = 4.26, p < .05) and were less frequent- 
ly alcoholic (x^ = 4.09, p < .05). (First-rank symptoms, 
considered by Schneider [14] to be diagnostic of schizo- 
phrenia, were not found exclusively in the research 
schizophrenics; one patient in each of the other groups 
also exhibited them.) 

Table 3 compares the response to "doctor's choice" 
treatment for the three groups of patients as determined 
by a blind rater. No differences were found between ad- 
mission/research manics and acute schizophrenics re- 
diagnosed manic for overall treatment response, but 
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there was a marked difference in this variable (x?-9.5, 
p < .025) between the latter group and the admission/re- 
search schizophrenics (less than 10 percent of this group 
enjoyed a marked improvement or remission compared 
with 77 percent for the admission/research manics and 
70 percent for the acute schizophrenics rediagnosed 
manic). Interestingly, among the remaining 13 admission 
schizophrenics with research diagnoses other than mania, 
6 received no somatic treatment but enjoyed a full remis- 
sion. 

Table 4 shows the prevalence of psychiatric illness in 
the first-degree relatives of patients in the three groups. 
No differences in the prevalance of psychiatric illness 
(schizophrenia, affective illness, or alcoholism) were 
found between relatives of research manics and acute 
schizophrenics rediagnosed as manic, whereas signifi- 
cantly more relatives in this latter group suffered from af- 
fective disorder. (x? = 11.33, p < .01) and alcoholism (x? = 
4.74, p « .05) than did relatives of admission/research 
schizophrenics. 


DISCUSSION 


Half of the sample of patients with the admission diag- 
nosis of acute schizophrenia satisfied research criteria for 
mania. We found these patients no different from those 
with admission and research diagnoses of mania for de- 
mographic, clinical phenomena, genetic, and treatment- 
response variables. They were, however, quite different 
from patients with admission and research diagnoses of 
schizophrenia, showing fewer first-rank symptoms, more 
alcoholism, a better treatment response, and a greater ge- 
netic loading for affective disease; all of these factors are 
consistent with a diagnosis of mania. 

These data suggest that many individuals receiving the 
diagnosis of acute schizophrenia are actually suffering 
from mania and rarely satisfy rigorous criteria for schiz- 
ophrenia. Vaillant, in his studies of acute schizophre- 
nia (11, 23-25), Kant (26), Eitinger and associates (27), 
Astrup, Stephens, and their colleagues (28-30), in com- 
parative studies of recovered and deteriorated schizo- 
phrenics, and several other family history studies (31-33) 


TABLE 4 


Prevalence of Psychiatric Illness in First-Degree Relatives in Patient Groups 


Number of 
First-Degree 
Patient Group Number Relatives 
Admission and research 
diagnosis of schizophrenia 11 6] 
Acute schizophrenia 
rediagnosed as mania 13 66 
Admission and research 
diagnosis of mania 22 101 


TAYLOR, GAZTANAGA, AND ABRAMS 


Illnesses in Relatives 


Affective 
Schizophrenia Disorder Alcoholism 
2 0 l 
0 13 9 
0 27 1] 





have reached a similar conclusion—that acute schizo- 
phrenics presented symptoms suggestive of an affective 
psychosis and often possessed a heredity positive for psy- 
chotic depression. 

Although we did not do a long-term follow-up of our 
sample and further follow-up studies of patient groups se- 
lected prospectively by specific diagnostic criteria must 
be done, follow-up studies of similar patients (31-33) 
clearly distinguish them from schizophrenics. Our obser- 
vation that the acute schizophrenics who were rediag- 
nosed as manic responded well to treatments for affective 
disease is consistent with this. The finding of a greater 
frequency of excessive drinking in our acute schizophren- 
ics and a high prevalence of alcoholism in their first-de- 
gree relatives as compared to research schizophrenics 
and their relatives is similar to findings in numerous stud- 
ies in affective disease (22, 34, 35) and also strongly sug- 
gests that the "acute schizophrenics” were not suffering 
from schizophrenia. 

In a report on the clinical phenomenology of mania, 
Taylor and Abrams (22) noted that their manic patients, 
all previously diagnosed as schizophrenic, frequently 
demonstrated symptoms classically associated with 
schizophrenia (e.g., first-rank symptoms, auditory hallu- 
cinations). They concluded that cardinal signs of mania 
were diagnostically decisive even in the presence of such 
phenomena. Carlson and Goodwin (36) also reported 
similar findings and so, indirectly, have Carpenter and as- 
sociates (37). Lipkin and associates (38), reviewing the 
response to lithium therapy in a group of patients, also 
reached similar conclusions, warning that many acute 
manic patients might masquerade as acute or paranoid 
schizophrenics. 
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Cross-Cultural Evaluation of Schneider's First- Hank Symptoms of Schizophrenia: 
A Report from the International Pilot Study of Schizophrenia 


BY WILLIAM T. CARPENTER, JR., M.D., AND JOHN S. STRAUSS, M.D. 


The authors analyzed diagnostic data collected in nine 
countries in an effort to determine the clinical usefulness 
of Kurt Schneider's 11 "first-rank symptoms" (FRSs)of 
schizophrenia. The study specifically sought to determine 
whether the prevalence of FRSs in patients diagnosed as 
schizophrenic (N — 811) justified their use in diagnosis, 
what the frequency distribution was among FRSs, and 
whether or not FRSs were pathognomonic of schizophre- 
nia, as Schneider claimed. The findings showed that 
FRSs do occur with sufficient frequency to have potential 
diagnostic usefulness and that each of the nine FRSs ana- 
lyzed is highly discriminating for schizophrenia. How- 
ever, since FRSs were also reported in patients receiving 
other psychiatric diagnoses, FRSs cannot be considered 
absolutely discriminating for schizophrenia. 





SCHIZOPHRENIA IS AN AILMENT of complex and diverse 
manifestations springing from evolution's most com- 
plicated product, the human mind. First Kraepelin (1) 
and then Bleuler (2) established criteria that brought to- 
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gether patients with varied phenomenology under the 
same general diagnostic class. Despite this splendid -be- 
ginning, schizophrenia has remained an ill-defined term 
used by many diagnostic schools with different criteria 
and applied to a remarkably heterogeneous group of psy- 
chiatric patients. With this confusion, the necessity of 
producing operational criteria for the identification of 
schizophrenic patients is clear. Although a few highly dis- 
criminating symptoms cannot capture the complexity 
and richness of the schizophrenic experience, they may 
provide a method for more meaningful classification of 
individual cases and thereby may enrich the development 
and testing of concepts and hypotheses. 


SCHNEIDER'S DIAGNOSTIC CRITERIA 


Perhaps the preeminent effort to date in describing 
characteristic symptoms of schizophrenia has been made 
by Kurt Schneider. He identified 11 pathognomonic 
symptoms of schizophrenia, chosen from pragmatic 
rather than theoretic considerations. These first-rank 
symptoms (FRSs) occur frequently in schizophrenia (3- 
5) and can be reliably identified by various clini- 
cians (3, 5). Such criteria, chosen for the ease with which 
they can be identified and the extent to which they dis- 
criminate among diagnostic groups, could have immense 
value. The symptoms chosen by Schneider have had an 
intuitive appeal, as is indicated by their general accept- 
ance throughout Europe and the United Kingdom. Since 


TABLE 1 
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PSE Interview Items Defining Nine First-Rank Symptoms, with Reliabilities 


First-Rank Symptom 


Audible thoughts 


Voices arguing 


Voices commenting 
Thought insertion 


Thought withdrawal 
Thought broadcast 
Made feelings—made 


impulses 
Made volitions 


PSE Item 


Do you ever seem to hear thoughts spoken aloud? (Almost as if someone nearby could 
hear them.) 

Do they repeat something you have just thought? 

Do you ever hear several voices speaking about you or between themselves without talking 
directly to you? 

Do they comment on things you are thinking or doing? 

Are thoughts put into your mind which you know are not your own? Thoughts from else- 
where? How can you tell they are not yours? Who puts them there? 

Is there a difference between your own thoughts and the other thoughts which have been 
put into your mind? i 

Do you ever feel as if your thoughts were being taken away, so that your mind is a com- 
plete blank? Can you deseribe it? 

Do you feel your thoughts being broadcast, transmitted, so that everyone knows what you 
are thinking? Can you describe this? 

Do you feel that you are made to want things you would not want yourself? 


Does some other force than you yourself make you do or say things that you do not 
intend? As though you were an automaton, robot, without a will of your own? 
Is someone (or something) else making your movements and actions for you without your 


Reliability 


= 14 
= .90 


= .76 
.76 


.89 
(9o 
91 
.95 
.76 


.86 


intention? What about your handwriting, is that controlled? 


*Insufficient data for reliability test in five centers; r > .97 in other four centers. 


this system has been used for half a century and has re- 
cently been incorporated into such important classifica- 
tion systems as the British Registrar General's Glossary 
of Mental Disorders (6) and a computer-based diagnostic 
system (Catego) developed by Wing (5), it is surprising 
that American psychiatry has shown little interest in 
Schneider's system until recently (3, 7-9). 

Schneider has also described second-rank symptoms 
that may be used as evidence for the presence of schizo- 
phrenia, but these do not have the diagnostic power of the 
FRSs. Schneider emphasized that the diagnosis of schiz- 
ophrenia can be made without FRSs. However, when a 
FRS is present it “must have undisputed precedence 
when it comes to the allocation of the individual 
case" (10). He also described symptoms that have no 
diagnostic importance although they may be very impor- 
tant to the person suffering from them (e.g., ambiva- 
lence). 

FRSs 1, 2, and 3 are special forms of auditory halluci- 
nations. In symptom 1 the patient hears voices speaking 
his thoughts aloud; in symptom 2 the patient experiences 
himself as the subject about whom hallucinatory voices 
are arguing or discussing; and in symptom 3 the patient 
hears hallucinated voices describing his activity as it 
takes place. 

The fourth symptom, delusional percept, is a two- 
stage phenomenon consisting of a normal perception fol- 
lowed by a highly personalized delusional interpretation 
of the perception. 

FRSs 5 through 11 can be conceptualized as a deficit in 
the barrier separating self from environment. Symptoms 
5 through 8 are as follows: 5) somatic passivity—the 
patient is a passive and reluctant recipient of bodily sen- 
sation imposed from the outside; 6) thought insertion— 


the patient experiences his thoughts as though they were 
put in his mind by an external force; 7) thought with- 
drawal—the patient believes that his thoughts are being 
removed from his mind by an outside agent; and 8) 
thought broadcast—the patient passively experiences his 
thoughts being magically transmitted to others. Symp- 
toms 9, 10, and 11 (made feelings, made impulses, and 
made volitions) consist of affects, impulses, or motor ac- 
tivity experienced as imposed and controlled from out- 
side one’s body. 

The degree to which most of Schneider’s diagnostic 
criteria are operationally defined and the certainty with 
which they can apparently be applied in a clinical setting 
is remarkable (3-5, 10). Although the widespread accept- 
ance of his concept supports its usefulness, scientific in- 
vestigation of Schneider's system has only recently begun 
to be reported. 

In an earlier study (3) we evaluated Schneider's FRSs 
in two cohorts of American patients in Washington, 
D.C., to determine the frequency distribution and preva- 
lence of FRSs in schizophrenia. We found, as Mellor (4) 
had, that FRSs occurred frequently enough to have diag- 
nostic applicability. Further, we found adequate inter- 
rater reliability in judging the presence or absence of the 
symptoms. However, Schneider's contention that FRSs 
occur exclusively in schizophrenia was questioned since a 
significant number of nonschizophrenic patients had one 
or more of the eight FRSs that we examined. 

This report vill examine data on FRSs collected, using 
comparable methodology, from centers in eight other 
countries to determine whether they substantiate or con- 
tradict our findings from the Washington, D.C. center 
regarding the following questions: 1) Is the prevalence of 
FRSs in schizophrenia sufficient for diagnostic appli- 
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TABLE 2 


Prevalence of Patients with First-Rank Symptoms in Each Schizophrenic Subtype for the Nine IPSS Centers (N = ll , 








NE Prague, 
Aarhus, Agra, Cali, Ibadan, London, Moscow, Czecho- 
Subtype Denmark India Colombia Nigeria U.K. U.S.S.R. slovakia 
Simple 2/6* 0/4 0/2 5/7 1/2 0/0 0/5 
Hebephrenic 10/12 2/3 12/2 5/9 6/9 0/0 0/3 
Catatonic 0/2 3/21 ' 10/13 3/10 2/3 0/0 0/0 
Paranoid 19/28 8/15 16/20 35/49 58/75 5/13 23/36 
Acute 0/0 5/11 18/29 3/5 1/1 5/11 3/4 
Latent 1/3 0/0 2/3 0/0 0/0 2/14 0/2 
Residual 0/0 0/0 3/6 0/0 0/1 0/0 0/2 
Affective 0/1 11/17 3/7 20/26 8/8 2/5 5/20 
Other specified** 1/1 2/3 0/0 2/3 0/0 10/34 1/3 
Unspecified 0/0 16/27 1/1 3/11 0/1 0/0 1/1 
Total patients 33/53 47/101 65/101 76/120 76/100 24/7] 33/76 
Total percent 
63 76 3l 43 


with FRSs 62 48 64 


*Number of patients with FRSs/total number of patients in the subtype. 
**Patients with diagnoses such as shift-like schizophrenia were included here. 
*** Data on two FRSs omitted. 


cability? 2) What is the frequency distribution of FRSs in 
schizophrenia? and 3) Are FRSs pathognomonic of 
schizophrenia in the absence of an organic psycho- 
syndrome? 


METHOD 


The investigation was carried out as a special project 
of the International Pilot Study of Schizophrenia (IPSS), 
using data from each of its nine participating centers.' 
The IPSS is a transcultural psychiatric investigation of 
1,202 patients in the following nine countries: the Repub- 
lic of China (Taiwan), Colombia, Czechoslovakia, Den- 
mark, India, Nigeria, the Union of Soviet Socialist Re- 
publics, the United Kingdom, and the United States of 
America. It was designed as a pilot study to lay scientific 
groundwork for future international epidemiological 
studies of schizophrenia and other psychiatric disorders. 

The clinical diagnosis was made by the interviewing 
psychiatrist based on the data obtained in the PSE inter- 
view as well as data obtained from a psychiatric history 
and a social description interview (5). Diagnostic cate- 
gories were taken from the eighth revision of the Inter- 
national Classification of Diseases (ICD) (11) and in- 
cluded the following categories, as grouped in our report: 
schizophrenia (295.0 through 295.9); manic psychosis 
(296.1 and 296.8); depressive psychosis (296.0, 296.2, 
296.3, 296.9, and 298.0); and neurosis and personality dis- 
orders (300.0 through 300.9, 301.0 through 301.9). 

Nine of the 11 FRSs were represented at various 
points in the interview schedule by one or more ques- 
tions. Many of the collaborating investigators of the 

x 
‘Descriptions of the various field research centers, demographic and 


clinical information about the patient cohorts, and details of the meth- 
odology used are available in the first volume of the IPSS report (5). 
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IPSS did not consider two of the FRSs adequately de- 
fined by items in the PSE interview schedule. Therefore 
these two sumptoms, delusional percept and somatic 
passivity, were omitted from the analyses. Two FRSs 
were not systematically assessed in one of the countries 
(U.S.) and are omitted from the analysis of American 
patients (3). One interview item covered both “‘made 
impulses” and “made feelings," so these two symptoms 
were grouped together in the analysis. PSE items de- 
fining each FRS are given in table 1 along with the 
reliability for each item (see the first volume of the IPSS 
report [5] for details of the reliability assessment.) 


RESULTS 


FRSs eccurred frequently enough in patients diag- 
nosed as schizophrenic by psychiatrists in the nine coun- 
tries to be considered to have general diagnostic appli- 
cability. Table 2 shows the number of patients in each 
center who had one or more FRSs, according to schizo- 
phrenia subtype. Taken together, the nine centers demon- 
strated FRSs in 57 percent of patients diagnosed as schiz- 
ophrenic. The prevalence of FRSs among subtypes varied 
considerably; they were most frequently found in patients 
diagnosed as paranoid or hebephrenic and least often 
found in those diagnosed as having simple, residual, or la- 
tent schizophrenia. Table 3 gives the frequency distribu- 
tion of the nine FRSs in schizophrenic patients who had 
at least one FRS. 

Since FRSs were found with considerable frequency in 
diagnosed schizophrenic patients in all nine centers, the 
critical question is: Are Schneider's FRSs pathogno- 
monic of schizophrenia? Thus far we have examined the 
prevalence of FRSs only for patients diagnosed as schizo- 
phrenic. Table 4 shows the prevalence of FRSs in IPSS 
patients diagnosed as having nonschizophrenic psychiat- 


Washington, 
Taipei, D.C., Total Total Percent 
Taiwan U.S.A. Patients with FRSs 
0/1 1/4 9/31 29 
22/30 0/0 57/86 66 
2/3 0/1 20/53 37 
32/36 28/51 224/323 69 
2/4 5/15 42/80 ' 53 
1/1 0/2 6/25 24 
0/0 1/6 4/15 21 
7/8 7/15 63/107 . 59 
0/0 0/0 16/44 36 
2/3 2/3 25/41 55 
68/86 44/97 466/811 57 
79 45*** 57 
TABLE 3 


Frequency Distribution of Nine First-Rank Symptoms in Schizophrenic 
Patients with One or More First-Rank Symptoms {N = 466) 





First-Rank Symptom Percent with Symptom 





Audible thoughts 28 
Voices arguing or discussing patient 22* 
Voices commenting on patient's activity 10* 
Thought insertion 23 
Thought withdrawal 25 
Thought broadcast 26 
Made feelings-—made impulses 16 
Made volitions 29 


*U.S. patients were not included because of missing data. 


ric disorders. One or more FRSs were present in 43 per- 
cent of “other” psychoses,? 23 percent of manic psycho- 
ses, 16 percent of depressive psychoses, and 4 percent of 
neuroses and personality disorders.? 


Patients were included if they had no evidence of or- 
ganic disease, were between the ages of 15 and 45, had 
not been hospitalized for more than two or psychotic for 
more than three of the last five years, and had one of the 
following.symptoms: delusions, other disordered think- 
ing, hallucinations, inappropriate or bizarre behavior, 
gross psychomotor disorder, severe affect disorder, de- 


"The “other” psychoses category was heterogeneous but was heavily 
weighted with paranoid psychoses. Since extensive diagnostic dis- 
agreement seemed very likely in this group, with schizophrenia often 
the alternative diagnosis, we dropped these patients from further con- 
sideration for this report. l . 


"The patients diagnosed as having neuroses or personality disorders 
were an especially disturbed segment of this diagnostic population 
since most were hospitalized. 
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TABLE 4 
Prevalence of First-Rank Symptoms in Patients with One or More 
First-Rank Symptoms by Diagnosis for All Nine IPSS Centers* 


Diagnostic Group N Percent with FRSs 
Schizophrenia 811 37 
Manic psychosis 66 23 
Depressive psychosis** 119 16 
Neurosis and personality disorders 123 4 


*The “other” psychoses category was excluded from consideration. 

*This category included JCD (11) categories 296.0 (involutional melancholia), 
296.2 (manic depressive psychosis, depressed type), and 298.0 (reactive 
depressive psychosis) (N = 99) and categories 296.3 (manic-depressive 
psychosis, circular type) and 296.9 (unspecified) (N = 20). In the latter group 
most patients were in a depressed phase. 


personalization, self-neglect, social withdrawal, over- 
whelming fear, or a diagnosis of psychosis on admission. 
Patients were evaluated within eight days of admission. 

In this study we compared the presence or absence of 
FRSs with the interviewing psychiatrist’s clinical diag- 
nosis, so that the relationship between FRSs and what 
psychiatrists consider to be schizophrenia could be exam- 
ined. Symptom information was obtained using the IPSS 
modification cf Wing’s Present State Examination (PSE) 
interview (5). The interviews, which were administered by 
collaborating psychiatrists in each country, consisted of 
an open-ended introduction followed by a systematic in- 
quiry into the various areas of psychiatric symptom- 
atology. In the final section of the schedule the patient’s 
observed behavior was rated. Each item was rated based 
on the psychiatrist’s overall judgment of the presence or 
absence of a particular symptom during the past month. 
For purposes of this study only ratings indicating that a 
symptom was definitely present were considered positive, 
and all other ratings, including "questionably present," 
were considered negative. Acceptable interrater reli- 
ability has been demonstrated (5). 


DISCUSSION 
Diagnostic Usefulness of FRSs 


Despite the extensive use of Schneider's criteria for 
identifying schizophrenia, extending over many years, 
only recently have investigators explored the two critical 
questions of frequency and discriminating ability of 
FRSs in schizophrenia. Mellor (4) first determined the 
prevalence of FRSs in diagnosed schizophrenics by inter- 
viewing 166 schizophrenic patients shortly after hospital 
admission. Often another informant was also inter- 
viewed. The nature of these interviews and the means of 
judging the presence or absence of FRSs was not de- 
tailed, but the definition of Schneider’s FRSs Mellor 
used is comparable to the definition used in this study. 
Mellor found that 72 percent of these schizophrenic 
patients had one or more FRSs. Prevalence was some- 
what lower in this study (57 percent). 

Four possible reasons for the lower prevalence of 
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FRSs in the IPSS patients are: 1) the IPSS patients may 
not be comparable to Mellor’s; 2) we included only symp- 
toms that were present during the 30 days preceding the 
PSE evaluation; 3) our data considered 9 rather than all 
11 FRSs; and 4) in Mellor’s study the interviewing psy- 
chiatrists were specifically attempting to determine 
whether or not FRSs were present. In contrast, the data 
for this report were collected as part of a large study, and 
this particular subproject was not known to the inter- 
viewing psychiatrists at the time of patient assessment. 

It appears that Mellor’s methodology provides more 
comprehensive information about FRSs but at greater 
risk of unwitting bias. Further, any psychiatric investiga- 
tion using a clinician’s diagnostic assignments has a fun- 
damental problem of the validity of patient classification. 
There is no evidence to support or refute diagnostic accu- 
racy in either study. In the first volume of the IPSS re- 
port (5), the perplexing problem of diagnostic variation is 
discussed. In Mellor’s report we only know that the con- 
sultant’s final diagnosis was schizophrenia. If the consul- 
tants followed the criteria for identifying schizophrenia 
given in the British glossary (6), one might expect a high 
prevalence of FRSs, since these symptoms were consid- 
ered prominent indicators of schizophrenia in the glos- 
sary. Considering these points, one might assume that the 
London IPSS center is most comparable to Mellor’s 
work, which was done in Manchester, England. If so, it is 
of interest that 76 percent of diagnosed schizophrenics in 
the London cohort had one or more FRSs. 

In another study Taylor examined the case records of 
78 schizophrenic patients and found that 28 percent had 
FRSs (9). However, the use of case records is question- 
able for this purpose since systematic inquiry and record- 
ing of data is unlikely. 

In our study 811 patients received a clinical diagnosis 
of schizophrenia, and 466 (57 percent) had one or more 
FRSs in their presenting symptomatology. Our data, to- 
gether with Mellor’s, support the hypothesis that FRSs 
can be identified in schizophrenia using structured or 
open-interview techniques with sufficient frequency to 
have diagnostic usefulness. 


Frequency Distribution of FRSs 


The frequency distribution we found (see table 3) is 
somewhat comparable to Mellor’s findings. Since this 
comparability is present despite different methodologies, 
the findings of the two studies reinforce each other. 


Pathognomonicity of FRSs 


The third question investigated was whether or not 
FRSs are pathognomonic of schizophrenia. This issue 
may be approached from two directions: First, are FRSs 
highly discriminating in the diagnosis of schizophrenia? 
Second, are FRSs absolute indicators of schizophrenia? 

The first approach was taken in the first volume of the 
IPSS report (5). There, using data from nine participat- 
ing countries and grouping patients diagnosed as schizo- 
phrenic or having paranoid psychosis together, the col- 
laborating investigators found that most FRSs were 
highly discriminating. For example, a patient who hallu- 
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cinated voices discussing him had a .95 probability of re- 
ceiving a schizophrenic or paranoid psychosis diagnosis. 
A patient who experiences his thoughts as being broad- 
cast had a .97 probability of receiving a schizophrenic or 
paranoid psychosis diagnosis. Similarly, thought in- 
sertion, thought withdrawal, and delusions of control 
each had a probability of .93 to .97 of being associated 
with a diagnosis of schizophrenia or paranoid psychosis. 
Therefore, most FRSs, taken alone, were strong diagnos- 
tic indicators, although they did not occur exclusively in 
schizophrenia. The possibility that diagnostic or rating 
error accounted for the appearance of FRSs in diagnoses 
other then schizophrenia is discussed in the IPSS re- 
port (5). 

In this study we took the second approach, evaluating 
Schneider’s claim that FRSs occur only in schizophrenia 
(and occasionally in organic psychosyndromes) and at- 
tempting to determine whether a significant error occurs 
if one applies his rule that the presence of any one FRS 
indicates schizophrenia. This is critical since Schneider 
advocated diagnosing any patient with any FRS as schiz- 
ophrenic if the patient is free of an organic psycho- 
syndrome. Such pathognomonic symptoms, if valid, 
would be of enormous diagnostic value. On the other 
hand, as long as a fatalistic attitude towards schizophre- 
nia is common, a false belief that any of these 11 symp- 
toms absolutely identifies schizophrenia could be tragic. 
The harmful effect of labeling patients as schizophrenic 
has been described by social reaction theorists (12-18). 

In our earlier report using American patients (3), the 
pathognomonic hypothesis was repudiated based on find- 
ing one or more FRSs in 9 out of 39 manic-depressive 
patients (23 percent). The strength of that repudiation 
was based primarily on the clinical documentation of the 
manic-depressive diagnoses (3). The earlier study in- 
cluded 34 patients who were evaluated apart from the 
IPSS (27 with affective psychoses, 5 with neurotic and 
personality disorders, and 2 with schizophrenia); these 
patients were not included in this report. 

These data are generally supported by the findings col- 
lected by psychiatric investigators in eight other coun- 
tries. In the nine countries, taken together, FRSs were 
found in appreciable numbers of patients with. non- 
schizophrenic diagnoses. Three of the nine IPSS centers 
did not have significant numbers of nonschizophrenic 
patients with FRSs. In Moscow only | of 18 psychoti- 
cally depressed patients had a FRS. Their one manic 
patient did not have a FRS. Two of their 36 neurotic and 
personality disorder patients (6 percent) had at least one 
FRS. The Moscow center also had the lowest prevalence 
of FRSs among schizophrenic patients of the 9 centers 
(31 percent). Two centers, London and Prague, had no 
manic, depressed, or neurotic and personality ‘disorder 
patients with FRSs. Investigators in these two centers 
were particularly familiar with and sympathetic to 
Schneider’s system. The fact that they found FRSs only 
in diagnosed schizophrenic patients demonstrates the 
consistency with which Schneider’s system can be ap- 
plied. Whether it also supports Schneider’s claim that 
FRSs occur only in schizophrenia remains open to ques- 


tion, since results from the other six centers must also be 
considered. We cannot judge to what extent the presence 
of FRSs alone determined the diagnostic assignments in 
the London and Prague centers. 

Six centers diagnosed an appreciable number of 
patients as nonschizophrenic in spite of the fact that these 
patients had one or more FRSs. In our previous report on 
American patients (3), we reviewed records of the nine 
manic-depressive patients with FRSs. All nine had a his- 
tory of recurrent manic and/or depressive episodes (five 
were bipolar, one probably bipolar, and three unipolar). 
_In this study we did not attempt to review and revise 
diagnoses in the nine centers since the number of patients 
was large, and many seasoned clinicians of various diag- 
nostic schools participated in the diagnostic assignments. 
It is possible, of course, that errors were made in rating 
the FRS items. However, as we have stated, when the rat- 
ing was considered questionable by the interviewing psy- 
chiatrist it was considered absent for purposes of this 
study, and interrater reliability was high. 

Therefore, we tentatively conclude that the postulated 
pathognomonicity of FRSs ts refuted. It appears that us- 
ing the rule that the presence of any one FRS is sufficient 
to diagnose schizophrenia would lead to substantial mis- 
classification when diagnoses of leading psychiatrists 
from many countries are used as validating criteria. A re- 
cent report by Bowers (7) is of interest in this regard. He 
found FRSs in 3 of 12 patients with acute psychosis 
induced by psychotomimetic drug abuse. The only other 
work pertinent to this issue is Taylor’s finding no FRSs in 
44 patients with nonschizophrenic diagnosis based on a 
case record review (9). However, Taylor’s study was not 
designed to test the pathognomonicity of FRSs, nor is 
case record review a satisfactory method for this purpose. 
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Leon*, Dr. G. Calderon, and Dr. E. Zambrano; Ibadan, 
Nigeria—Dr. T.A. Lambo* and Dr. T. Asuni; London, 
England—Dr. J.K. Wing*, Dr. J. Birley, and Dr. J.P. 
Leff; Moscow, USSR—Dr. R.A. Nadhzarov* and Dr. 
N.M. Zharikov; Prague, Czechoslovakia—Dr. L. Han- 
zlicek* and Dr. C. Skoda; Taipei, Taiwan—Dr. C.C. 
Chen* and Dr. T. Tsuang; Washington, D. C.—Dr. J.S. 
Strauss*, Dr. L.C. Wynne, Dr. W.T. Carpenter, Jr., and 
Dr. John J. Bartko. 

The opinions expressed in this paper do not necessarily 
represent the viewpoints of the sponsoring agencies or of 
other investigators of the IPSS. 
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Major and Minor Criteria in Schizophrenia 


BY ALVIN YUSIN, M.D., KAZUO NIHIRA, PH.D., AND CLEMENT MORTASHED, M.D. 


This study examines a population composed of schizo- 
phrenic and nonschizophrenic patients seen in the psychi- 
atric emergency area of a medical center between May 
1972 and July 1972. The authors determined the fre- 
quency distribution of their symptoms and from this dis- 
tribution attempted to identify major and minor criteria 
that can be used to differentiate the schizophrenic syn- 
drome from other psychiatric entities. 


SINCE KRAEPELIN’S TIME schizophrenia has been de- 
scribed as a syndrome (1, 2). A syndrome ts defined as a 
group of symptoms and signs that characterize a disease 
or lesion when considered together (3). There are two 
methods that can be used to delineate syndromes. The 
first entails the identification of symptoms that occur no- 
where else but in the syndrome one is describing. Such 
symptoms are called pathognomonic symptoms. The sec- 
ond method entails the identification of symptom com- 
binations or clusters. Such symptoms occur as individual 
symptoms in other entities, but their number and com- 
bination are unique to the syndrome one is describing. 
Most authors have tried to differentiate the schizo- 
phrenic syndrome from other psychiatric disorders using 
pathognomonic symptoms. Bleuler (4) identified what he 
thought were pathognomonic symptoms when he in- 
troduced his primary symptoms. These symptoms are 
now better known as the “four As," i.e., autism, ambiva- 
lence, loose associations, and flat affect. Schneider (5) 
also identified what he thought were pathognomonic 
symptoms when he introduced his first-rank criteria. 
These criteria include audible thoughts; voices heard ar- 
guing; voices heard commenting on one’s actions; the ex- 
perience of influences playing on the body (somatic pas- 
sivity experiences); thought withdrawal and other 
interferences with thoughts; diffusion of thought; delu- 
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sional perception; and all feelings, impulses (drives), and 
volitional acts experienced by the patient as the work or 
influence of others. 

Bellak's assessment of ego functions (6) also suggests a 
qualitative approach, as does the scale of Gurland and as- 
sociates (7), which is based on 14 dimensions of psycho- 
pathology. Subsequent studies, however, have shown that 
the symptoms used by all of these investigators are not 
pathognomonic for the schizophrenic syndrome (8, 9). 
Recently Wender and his group have introduced the con- 
cept of a schizophrenic spectrum (10). These authors, 
however, have not attempted to differentiate the schizo- 
phrenic syndrome as a distinct entity. This paper is the 
first of several that will attempt this differentiation using 
nonpathognomonic symptom combinations. 


PROCEDURE AND METHOD 


T wo hundred forty-one patients between the ages of 19 
and 63 seen in the psychiatric emergency area of a medi- 
cal center between May 1972 and July 1972 were studied. 
Each patient was evaluated using a symptom assessment 
questionnaire (SAQ). The SAQ consisted of 27 opera- 
tionally defined textbook symptoms associated with 
schizophrenia (11; 12, pp 622-631; 13, pp 459-466) whose 
presence or absence within the past month was noted. 
These symptoms and their definitions are listed in appen- 
dix 1. The last two SAQ items were diagnoses, 1.e., schiz- 
ophrenia or nonschizophrenia, one of which was checked 
by the rater. 

SAQs were administered at random to all patients 
presenting themselves at the psychiatric emergency area. 
Raters included four staff psychiatrists, one staff psychol- 
ogist permanently assigned to the emergency area, and 
three first-year psychiatric residents who rotate through 
the emergency area as part of their training program. In- 
terrater agreement was periodically checked by having 
all eight raters use the SAQ to assess one patient. Their 
assessments were then reviewed and a percent of agree- 
ment determined. The percent of agreement determined 
in this manner was 93 percent. 

Phi coefficient was used to determine the degree of cor- 
relation between each symptom and the diagnosis of 
schizophrenia. Those symptoms which occurred signifi- 
cantly more frequently in schizophrenic patients (phi 
coefficient of .4 or greater) were called major symptoms. 
Those symptoms which occurred with similar frequency 
in both groups (phi coefficient of less than .4) were called 
minor symptoms. We then identified the number of ma- 


TABLE | "+ 
Symptom Percents in 241 Patients Seen May 1972 Through July 1972 
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Percent of Schizophrenics Percent of Non- Correlation Symptom 
Symptom with Symptom schizophrenics with Symptom Coefficient Classification 
Anxiety 71.6 66.7 05 Minor 
Flat affect 12:2 40.9 3] Minor 
Loose association 54.6 4.6 55 Major 
Ambivalence 65.1 21.3 .38 Minor 
Autism 51.4 7.6 AY Major 
Symbolism 19.4 3.0 27 Minor 
Social withdrawal 71.3 28.2 43 Major 
Sensitivity 50.9 19.1 .34 Minor 
Loss of ego boundaries 42.6 3.0 48 Major 
Variability 46.8 14.0 36 Minor 
Hallucinations 35.2 3.8 Al Major 
Delusions 47.7 4.5 .50 Major 
Archaic or magical thinking 19.3 8 .32 Minor 
Concrete thinking 20.9 3 .33 Minor 
Neologisms 4.6 42 Minor 
Mutism 1.8 5 .01 Minor 
Echolalia 0 7 06 — Minor 
Verbigeration 1.8 5 Ol Minor 
Stilted language 6.5 19 Minor 
Echopraxia 9 .07 ' Minor 
Negativism 9.2 3 d : Minor 
.Stereotyped behavior 12.8 6 .15 Minor 
Perseveration l 8.3 8 10 Minor 
Oneiric state 2.8 .8 .08 Minor 
Disorientation to place 9.5 9.8 .08 Minor 
Disorientation to person 37 8.3 10 Minor 
Disorientation to time 5.5 11.4 10 Minor 


jor and minor symptom clusters found in schizophrenic 
and nonschizophrenic patients. 


RESULTS 


Our nonschizophrenic population encompassed 16 


diagnostic categories described in DSM-II (14). These 
categories included: psychoses due to organic factors 
(N = 12); personality disorders (N = 33); depressive dis- 
orders (N = 31); anxiety reactions (N = 19); adjustment 
reactions (N= 6); mental retardation (N = 2); drug de- 
pendence (N = 5); alcoholism (N= 9); sexual deviation 
(N = I); and a miscellaneous category (N = 16). Psycho- 
ses associated with organic brain syndromes (OBS) in- 
cluded the diagnoses of senile dementia, OBS secondary 
to alcohol, and OBS secondary to LSD, barbiturates, and 
amphetamines. The personality disorder category in- 
cluded the diagnoses of inadequate, explosive, hysterical, 
passive-dependent, borderline, antisocial, schizoid, and 
paranoid personalities. The depressive disorder category 
included the diagnoses of depressive neurosis, in- 
volutional melancholia, and psychotic depressive reac- 
tion. The anxiety reaction category included the diag- 
nosis of anxiety neurosis. The adjustment reaction 
category included the diagnoses of adult and adolescent 
adjustment reactions. The mental retardation category 
included the diagnosis of moderate mental retardation. 


The drug dependence category included the diagnoses of 
drug dependence to heroin and drug dependence to bar- 
biturates. The sexual deviation category included the 
diagnosis of homosexuality. The alcoholism category in- 
cluded the diagnoses of habitual excessive drinking and 
alcoholic hallucinosis. The miscellaneous category in- 
cluded nonpsychotic organic brain syndromes and those 
patients diagnosed as nonschizophrenic for whom no 
other diagnosis could be found. 

We did not eliminate any diagnostic category from our 
study because we wanted to identify the number and kind 
of SAQ symptoms found in all categories describing 
other psychiatric entities as well as schizophrenia. 

Our schizophrenic population. encompassed seven 
diagnostic categories described in DSM-III. These cate- 
gories included schizophrenia, simple type; schizophre- 
nia, chronic undifferentiated type; schizophrenia, para- 
noid type; acute schizophrenic reaction; schizo-affective 
schizophrenia; residual schizophrenia; and schizophrenia, 
hebephrenic type. 

A study of our total population identified two major 
groups of symptoms: those which occurred only in schiz- 
ophrenic patients and those which occurred in both schiz- 
ophrenic and nonschizophrenic patients. 

Symptoms that occurred in both schizophrenic and 
nonschizophrenic patients could be further broken down 
into those symptoms which well differentiated schizo- 
phrenic from nonschizophrenic patients and those symp- - 
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MAJOR AND MINOR CRITERIA 


TABLE 2 
Major Criteria in Schizophrenia 


Occurrence Among Occurrence Among 


Number of Schizophrenics Nonschizophrenics 
Symptoms (N = 107) (N = 134) 

0 8 92 

l 18 29 

2 13 10 

3 18 2 

4 25 l 

5 13 0 

6 12 0 


toms which did not well differentiate schizophrenic from 
nonschizophrenic patients. 

Those symptoms which occurred only in schizophrenic 
patients (pathognomonic symptoms) were stilted lan- 
guage, neologisms, and/or echopraxia (see table 1). 
These symptoms clearly differentiated a schizophrenic 
syndrome. However, the number of patients who exhib- 
ited these symptoms in each group was small (one for 
echopraxia, five for neologisms, and seven for stilted lan- 
guage). . 

Those symptoms which well differentiated schizo- 
phrenic from nonschizophrenic individuals (major symp- 


toms) were loose associations, autism, social withdrawal, . 


loss of ego boundaries, hallucinations, and delusions (see 
table 1). There was no relationship between symptom 
combination and age, sex, or race. Diagnosed non- 
schizophrenic patients had from none to four major 
symptoms, while diagnosed schizophrenic patients had 
from none to six major symptoms (see table 2). There 
was no relation between symptom combination and age, 
Sex, Or race. 

Those symptoms which did not well differentiate schiz- 
ophrenic from nonschizophrenic individuals were anx- 
iety, flat affect, ambivalence, symbolism, sensitivity, vari- 
ability, archaic or magical thinking, concrete thinking, 
mutism, echolalia, verbigeration, negativism, stereotyped 
behavior, ‘perseveration, oneiric state, disorientation to 
person, disorientation to place, and disorientation to time 
(see table 1). There were at least three minor symptoms 
present in those individuals who had five or six major 
symptoms. Diagnosed nonschizophrenic patients had 
from zero to eight minor symptoms, while diagnosed 
schizophrenic patients had from one to 13 minor symp- 
toms (see table 3). No nonschizophrenic patient ever had 
more than eight minor symptoms and those schizo- 
phrenic patients who had more than eight minor symp- 
toms always had at least four major symptoms. 

Whenever we identified specific symptoms or symptom 
combinations in our schizophrenic population that did 
not occur in our nonschizophrenic population we estab- 
lished what we called a “firm diagnosis of schizophrenia" 
category. Thus a firm diagnosis of schizophrenia was 
made whenever schizophrenia was diagnosed under one 
of three circumstances: 1) when echopraxia, stilted lan- 
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guage, and/or neologisms were present; 2) when five or 
six major criteria were present; or 3) when nine or more 
minor criteria were present. Whenever there were specific 
symptoms or symptom combinations in our schizo- 
phrenic population that also occurred in our non- 
schizophrenic population we established what we called a 
"tentative diagnosis of schizophrenia" category. A tenta- 
tive diagnosis of schizophrenia was made whenever schiz- 
ophrenia was diagnosed under two circumstances: 1) 
when less than five major criteria were present and 2) 
when less than nine minor criteria were present. 


DISCUSSION 


We would like to address ourselves to three issues: 
limitations of the study; a comparison of our data with 
the data of other investigators; and the importance of 
developing agreed upon criteria for diagnosing schizo- 
phrenia. 


Limitations of the Study 


One problem we faced was the use of symptoms that 
have not really been defined as being valid and reliable 
measures of that entity called schizophrenia. In addition, 
we chose only 27 of these symptoms and did not use every 
one listed in the textbooks from which we took them. The 
reason for choosing this limited number was that incor- 
porating more symptoms into the SAQ made it too long 
to administer.and interfered with the emergency room 
routine. Another problem with which we must deal is 
whether the diagnosis of schizophrenia reflected idiosyn- 
cratic diagnoses related to our institution or whether 
these diagnoses would hold at other institutions as well. 
Most of the diagnoses of schizophrenia were made only 
when one or more of Bleuler's, Bellak's, or Schneider's 
criteria! was present; these criteria are generally accepted 
ways of diagnosing schizophrenia in this country, with 
the possible exception of St. Louis (16). 

Although there was 93-percent agreement among rat- 
ers, this percentage is open to question, since it includes 
agreements on the absence of symptoms as well as their 
presence. Agreement on the presence of symptoms is 
more critical by far and 93 percent may actually be an 
overestimate of the true reliability. Another problem per- 
taining to the distinction between the major and the mi- 
nor symptoms used in this study is that our statistical 
methods compared two groups irrespective of correlation 
coefficients. We arbitrarily used the correlation coef- 
cient of .4 as a cutoff point to delineate major and minor 
criteria. Had we chosen any other correlation coeffi- 
cient as a cutoff point, our major and minor symptom 
categories would be different. 


Data Comparison 


It is interesting to compare our results with those de- 


'Our definitions of delusions, hallucinations, and loss of ego boundaries 
include some of those variants defined as Schneider criteria (15). How- 
ever, our study does not delineate those patients who exhibited these 
Schneiderian variants from those who did not, and actually combines 
thetwo groups. 


TABLE 3 
Minor Criteria in Schizophrenia 





Occurrence Among Occurrence Among 





Number of Schizophrenics Nonschizophrenics 
Symptoms (N = 107) (N = 134) 
0 0 25 
l 11 30 
2 16 36 
3 22 18 
4 15 10 
5 7 9 
6 13 4 
7 9 l 
8 5 l 
9 2 0 
10 3 0 
11 i 0 
12 2 0 
13 I 0 





scribed by other authors. The major symptoms defined 
` here include autism and loose associations, two primary 
symptoms described by Bleuler. However, they also in- 
clude two of his secondary symptoms, hallucinations and 
delusions. The major symptoms we delineated actually 
include several symptoms defined by Kraepelin. Careful 
analysis of Schneider’s criteria indicates that they really 
represent variants of delusions, hallucinations, and loss of 
ego boundaries. In their 14 areas of psychopathology, 
Gurland’s group(7) described Schneiderian first-rank 
criteria as delusional variants. 

We did not delineate our delusion and hallucination 
categories as carefully as Schneider, and our study cer- 
tainly represents a far cruder assessment. However, one 
might question whether such a breakdown of hallucina- 
tions and delusions is necessary, since these symptoms 
are not pathognomonic for schizophrenia. It is difficult to 
compare our results to those of Gurland’s group. First, 
we did not use their instruments. Second, they actually 
differentiated schizophrenia from manic-depressive psy- 
choses and eliminated other diagnostic categories. Third, 
they (and Schneider too, for that matter) studied hospi- 
talized patients; many of our patients (60 percent), al- 
though seen in the emergency area, were not sub- 
sequently admitted to the hospital. 


The Need for A greed-Upon Criteria 


It has been almost 100 years since Kraepelin defined 
dementia praecox as a symptom complex. In that time, 
we in psychiatry have defined and redefined this entity. 
For all this redefining, the state of understanding of 
schizophrenia is such that when two people discuss schiz- 
ophrenia they may be talking about an entirely different 
entity. This situation occurs because criteria for diagnos- 
ing schizophrenia are subjective and inconsistent. Why 
should there be so much confusion about the diagnosis? 
Is schizophrenia so confusing an entity, or do the observ- 
ers of schizophrenia confuse themselves? We opt for the 
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latter possibility. We confound ourselves with inconsis- 
tent definitions. 

Various authors, Bleuler and Schneider among them, 
have attempted to define pathognomonic symptoms that 
differentiate schizophrenic individuals from  non- 
schizophrenic individuals. This approach has not been 
fruitful because the frequently occurring symptoms asso- 
ciated with schizophrenia occur in other psychiatric en- 
tities as well. Although there seem to be some pathogno- 
monic symptoms associated with schizophrenia (e.g., 
neologisms, stilted language, echopraxia), they occur too 
infrequently to be a practical way of differentiating a 
schizophrenic syndrome. It would seem that the ap- 
proach we have taken, ie. to identify symptom com- 
binations that well differentiate schizophrenia from other 
psychiatric entities, is more reliable than approaches that 
attempt to delineate pathognomonic symptoms. 
Wender (10) wrote about a schizophrenic spectrum that 
carries with it a symptom combination concept. How- 
ever, his group did not identify a schizophrenic syndrome 
but, rather, encouraged the concept of gradual “merg- 
ing" of what is normal to what is schizophrenic. One can 
conceptualize schizophrenia in terms of a ‘schizophrenic 
spectrum," but eventually one must establish criteria that 
differentiate schizophrenic from nonschizophrenic indi- 
viduals, or the diagnosis of schizophrenia is meaningless. 

Our study allows for the establishment of such criteria 
by the use of symptom combinations that occur only in 
patients diagnosed as schizophrenic and never in patients 
with other diagnoses. The symptom combinations we 
therefore propose for the schizophrenic syndrome are 
those combinations which constitute the firm diagnosis 
of schizophrenia category, i.e., the presence of nine or 
more minor criteria or the presence of five or six major 
criteria. Those symptom combinations which constitute 
the tentative diagnosis category, ie., the presence of 
none to four major criteria or less than nine criteria. 
cannot be used to clearly delineate a schizophrenic popu- 
lation because they also occur in nonschizophrenic 
patients. We would therefore recommend that the 
tentative diagnosis category not be used to diagnose the 
schizophrenic svndrome. The use of the firm diagnosis of 
schizophrenia category would clearly delineate schizo- 
phrenia from other psychiatric entities. 

Why should we define a schizophrenic syndrome? 
First, because when one has agreed as to what recurring 
symptoms constitute an entity, then one can more rea- 
sonably look for an etiology for that entity. Second, be- 
cause without generally accepted diagnostic criteria for 
an entity, people cannot communicate intelligently about 
it, since One person cannot understand another person’s 
comments. Meetings to discuss that entity then become 
meaningless. | 

It seems tha: after 100 years, some definitive inter- 
national classification of schizophrenia should be estab- 
lished and accepted by all of us in psychiatry. The lack of 
such a classification after all this time is no doubt one 
reason why colleagues from other specialties refer to 
"physicians and psychiatrists" in collective reports and 
may eventually drum us all out of the medical corps. 
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MAJOR AND MINOR CRITERIA 


SUMMARY 


This study shows that a schizophrenic population may 
be distinguished from patients with other psychiatric 
problems by the use of clusters of symptoms rather than 
pathognomonic symptoms. This delineation can be 
achieved by using combinations of symptoms that well or 
poorly differentiate schizophrenia from other psychiatric 
disorders (major and minor symptoms). In terms of these 
symptoms, diagnosis of the schizophrenic syndrome ne- 
cessitates the presence of five or six major symptoms or 


the presence of nine or more minor symptoms. We would 


recommend that all other major and minor symptom 
combinations not be diagnosed as the schizophrenia syn- 
drome, since they cannot be clearly delineated from non- 
schizophrenic psychiatric entities. 
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APPENDIX | 


The 27 Symptoms of the Symptom Assessment Questionnaire 
(SAQ) and Their Definitions 


Anxiety: Feelings of fear and/or terror when there are no 
known causes for these feelings; often associated with pacing, 
rapid respiration, restlessness, sweating palms, and hyper- 
activity 

Flat affect: Poverty and withdrawal of feeling tones in inter- 
action with the environment 

Loose associations: Ideas are incomplete, fragmented, and do 
not follow logical sequence 

Ambivalence: Conflicting feelings that arise around interactions 
with the environment and impede decision making 

Autism: Involvement with one's own thoughts to a degree 
that one does not relate meaningfully to any external events 

Symbolism: Use of symbols, which often only the patient un- 
derstands, to interpret the environment 

Social withdrawal: Physical removal from other people and/or 
marked preference to be alone for all of the waking day 

Sensitivity; Hyperawareness to stimuli coming from the envi- 
ronment 

Loss of ego boundaries: Misidentifying others in the environ- 
ment and/or oneself, including thought broadcasting and the 
experience of being controlled by external boundaries | 

Variability: Unpredictable swings from appropriate to in- 
appropriate behavior 

Hallucinations: Sensory experiences or perceptions without 
corresponding external stimuli, including audible thoughts 

Delusions: False ideas that cannot be corrected by reason 

Archaic or magical thinking: Thoughts are not differentiated 
from actions 

Concrete thinking: Literal interpretations of abstract concepts 

Neologisms: Creation of new expressions that have no logical 
meaning to others . 

Mutism: Refusal to speak although capability is present 

Echolalia: Repetition of words heard and of the speech of an- 
other when responding to that person 

Verbigeration: Repetition of the same word over and over again 

Stilted language: Forced, artificial combination of words and 
phrases when speaking to another, resulting in quaint prosaic 
sentence structure 

Echopraxia: Imitation of movements and gestures of a person 
whom patient is observing 


.Negativism: Failure to cooperate for no apparent reason 


Stereotyped behavior: Constant repetition of a given behavior 
Perseveration: Use of the same word to name different objects 
Oneiric state: Patient behaves as though in a dream 
Disorientation to place: Unawareness of where one is 
Disorientation to person: Unaware of who one is 
Disorientation to time: Unawareness of when it is 


EDITORIAL 





Schizophrenia and Psychiatric Diagnosis 


NOT SO LONG AGO, psychiatric diagnosis comforted the doctor but meant little to the 
patient, since therapy was nonspecific. In contrast, an array of therapeutic riches is 
now available. However, the effectiveness of therapy and the outcome are linked 
closely to the accuracy of diagnosis and to appropriate patient selection, so that so- 
phisticated discrimination brings important rewards. 

In general, clinical diagnosis has fallen temporarily into neglect, even disfavor. One 
viewpoint attacks the process as a meaningless exercise, entirely based on subjective 
judgments and serving only to dehumanize and to reduce the suffering patient to a la- 
beled object. Curiously, some psychiatrists have succumbed to a rather melancholic 
self-criticism, questioning their identity, their motives, and their methods; they even 
debate whether psychiatry should survive. 

There is some agreement that a factor contributing to the present unrest is the in- 
adequacy of psychiatric classification and diagnostic nomenclatures. Many categories 
that were descriptively useful in the past no longer seem as applicable to our present- 
day psychiatric population. Among the variables, one seems to be especially impor- 
tant. Today's widespread popular acceptance of psychiatry has enormously expanded 
its boundaries, and psychiatric patients in the present may indeed be quite different 
from those in the past. In this issue of the Journal, Morrison's study points to the in- 
creasing rarity of simple, hebephrenic, and catatonic schizophrenias. Most schizo- 
phrenia is now classified as either paranoid or undifferentiated. The psychotic and se- 
verely neurotic are not the only ones now seen as patients: there are also the unhappy. 
the poor, the deviant, the socially deprived, the unsuccessful, and the unfulfilled. A 
more flexible social environment, expanded life options, and possibly earlier therapeu- 
tic interventions have played some role in altering the natural history of the previously 
familiar disorder and have shaped a changing symptomatology. 

The search for redefinition and new understanding through a more scientific meth- 
odology has brought objective data to the fore. These are purported to be more signifi- 
cant than data which reflect and arise out of patient-physician interactions. The new 
méthods were initially proposed to add quantitative data to clinical impressions, but, 
because of the enthusiasm of their proponents, these techniques have encroached upon 
clinical methods. The latter combine skilled observation, an increasing expertise that 
arises from professional training and personal maturation, attention to affective re- 
sponses from and toward the patient, and intuition, which is rationalized according to 


In this section the Editor samples varied opinions on topical problems. The opinions 
expressed herein are not necessarily those of the Editor, nor can they in any way be 
construed as marking the official policy of the Journal. 
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the concepts of a particular theory of personality development and behavior. 

Symptom checklists or questionnaires have been designed for completion by the 
patient or by a paraprofessional. An endless deluge of rating scales approaches the 
clinical arena from many directions. These attempts to reduce reliance on clinical 
diagnosis have led to distortions in which there is disproportionate emphasis on com- 
ponent parts. The identification and treatment of target symptoms represent one such 
source of error. Attention has also been directed to symptom clusters, supported by 
Statistical factoring methods. Computer approaches use various classification meth- 
ods, none of which is very satisfactory at this time. One depends on the relative fre- 
quency of symptoms in each possible profile of scores, while the discriminant function 
method uses quantitative correlations of symptom arrangement. In each instance the 
raw data come from mental status observations of behavior. The “logical decision 
tree" is another computer method that seeks to simulate the usual style of clinical in- 
quiry, developing new questions based on answers already obtained. This technique, 
Diagno II, relies on the patient's history as well as on current observations (1). Imitat- 
ing clinical behavior, such computer activity may eventually assist clinical process and 
decision making. 7 

Y usin and associates offer another classification of schizophrenia in this month's 
Journal. They use a 27-item symptom assessment scale to designate major and minor 
criteria from mental status data. Their method combines symptom cluster design with 
quantitative weighting. The attempt is handicapped by the limited raw material and 
because the inquiry neglects physical findings, background information, and the his- 
tory of the evolving crisis. Attempts at oversimplification tend to be misleading. The 
symptom cluster method cannot differentiate schizophrenia from a hallucinogenic 
“bad trip," a "silent" cerebral infarct, an early brain tumor, or Huntington’s chorea. 
It cannot distinguish process from reactive schizophrenia and excludes valuable data 
that are obtained from patients' "self accounts," which are expressed in the matrix of 
the individual's particular developmental history. The affective responses of the 
trained observer can also provide important diagnostic data. 

A significant report comes from Taylor and associates, also in this issue of the Jour- 
nal. Of 26 patients admitted with a diagnosis of acute schizophrenia, only one ulti- 
mately satisfied the research criteria for this diagnosis. Thirteen patients were rediag- 
nosed as manics. The penalty of such misdiagnosis is clear—phenothiazines or 
medication with antidepressants and lithium represent only one of many therapeutic 
options. There is an unusual readiness to diagnose (or misdiagnose) schizophrenia in 
the United States because insufficient attention is paid to the basic steps in psychiatric 
history taking and examination procedures. 

Arieti (2) described his approach to psychotherapy with the schizophrenic patient as 
follows: “It aims at reestablishing the bond of human relatedness with the patient, at- 
tacking psychotic symptoms with specific techniques, understanding the psycho- 
dynamic history, especially in the misinterpreted relations with the family, and helping 
the patient to unfold toward new nonpsychotic patterns of living." This quotation also 
describes succinctly the continuing goals of clinical psychiatry in schizophrenia, and 
the purposes of psychiatric diagnosis. 
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Phenylethylamine Hypothesis of Affective Behavior 


BY HECTOR C. SABELLI, M.D., AND A. DAVID MOSNAIM, PH.D. 





The authors present experimental evidence to support the 
hypothesis that 2-phenylethylamine {PEA ) and its me- 
tabolites modulate affective behavior. Values for the uri- 
nary excretion of PEA were lower for 71 percent of a 
group of depressed patients than the lowest values ob- 
tained from control subjects, which suggests that a large 
percentage of endogenous depressions may be due to a 
deficit of PEA in the brain. Animal studies indicate that 
an increase in the levels of PEA in the brain may be 
partly responsible for the elation induced by marijuana 
and for the therapeutic action of antidepressant agents. 





THE PHENYLETHYLAMINE HYPOTHESIS of affective behav- 
ior states that 2-phenylethylamine (PEA) and phenyl- 
ethanolamine are neuromodulators responsible for trig- 
gering or sustaining wakefulness, alertness, and 
excitement, a function usually attributed in its entirety to 
brain catecholamines (e.g., norepinephrine, dopamine). A 
decrease in the brain levels and/or turnover of endoge- 
nous phenylethylamines may therefore play a major 
physiopathological role in certain forms of endogenous 
depression, whereas an increase in the levels of PEA in 
the brain or the activation of-specific PEA receptors in 
brain neurons may be partly responsible for the actions 
of antidepressant and stimulant drugs. 
Structurally, PEA is closely related to amphetamine 
and, to a lesser extent, to catecholamines. PEA induces 
behavioral and electrophysiological (1) effects similar to 
those of amphetamine. These effects are markedly en- 
hanced by monoamine oxidase (MAO) inhibitors be- 
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cause PEA is rapidly destroyed by this enzyme. 


URINARY EXCRETION OF PEA 


Jepson and associates (2) tentatively identified PEA in 
human urine and observed that the urinary excretion of 
PEA was not modified by diet. Using a semiquantitative 
chromatographic procedure, Fischer and co-workers (3) 
showed that the urinary excretion of PEA is reduced 
among depressed subjects. As in the case of other amines, 
the level of PEA in urine depends mainly on its level in 
plasma. In turn, the plasma levels of PEA reflect its levels 
in the brain because this amine readily crosses the blood- 
brain barrier; in fact, the brain takes up PEA from the 
blood, concentrating it to 20 times the level in plasma (4). 
Thus, in the case of PEA, it appears to be meaningful to 
measure its urinary levels as an estimate of its concentra- 
tion in brain tissue. 

We have identified PEA in urine by mass, infrared, and 
ultraviolet spectroscopy (5, 6). PEA was measured using 
a specific method based on the ultraviolet absorbance of 
the product of its reaction with ceric sulfate (7). Approx:- 
mately 50 percent of PEA is excreted as free amine; most 
of the remainder is a glucuronide conjugate (8). We have 
found (5) that 71 percent of a group of depressed patients 
excreted less free and/or conjugated PEA than did con- 
trols (table 1). Differences in the level of excretion of free 
and conjugated PEA were not always related; only 46 
percent of the depressed subjects excreted amounts of tc- 


tal PEA that were outside the range of the control group. 


The difference between the control subjects and the 
patient population was statistically significant (chi- 
square method, p « .001). Our patient population was 
composed of all patients (in a good state of nutrition) 
who presented depressive symptomatology severe enough 
to require hospitalization. No attempt was made to take 
into account the subclassification of depression because 
of the lack of unanimity in diagnostic criteria. 

Our study was not conclusive; among its limitations 
were that the number of patients was small and that drug 
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TABLE 1 


Urinary Excretion of PEA (ug./24 hr.) by Volunteer Subjects and Depressed Patients 
AEE E M————————— H—€— YS AQ 


Number Mean + S.E. Mode and Frequency* Range 
Control Depressed Control Depressed Control Depressed Control Depressed 

Procedure Subjects Patients Subjects Patients Subjects Patients Subjects Patients 
a te ERR RR RR RR 
Reaction with ceric sulfate (5)** 27 24 
. Free PEA 453 + 50 3524 85 350(22%)  50(25%) 136- 970 0-1970 

Conjugated PEA 433 +47 070-2183 350(26%) 50(50%) 153-1277 0-134] 

Total PEA 886+ 84 6224 134 352-1763 0—-2208 
Determinations of free PEA by 

other investigators 

DAC*** reaction fluorometry (9) 17 14 3364245 1144 B 105- 775 30- 225 

Alloxan reaction fluorometry (10) 19 20 47 + 10 0 5- 167 0 

Gas chromatography (11) 11 30 450 5L v 116-1420 14~ 146 





*The observed values for PEA excretion were divided into 20 class intervals, each having a range of 100 ug./24 hr. (0-99, 100-199, etc.). The mode is the midpoint 
of the class interval with the highest frequency of observations. The distribution of values for total PEA did not show distinct modes. 
** The percentage of depressed patients whose level of PEA excretion was below the lowest values for the control subjects was: free PEA = 29 percent, conjugated 


PEA = 62 percent, total PEA = 46 percent. 
***DAC = dimethylaminocinnamaldehyde. 


treatments were not withdrawn. However, antidepressant 
drug treatment does not account for a reduction in the 
levels of PEA in urine because antidepressant drugs in- 
crease both the urinary excretion of free PEA in de- 


pressed subjects (9) and the brain levels of PEA in ani- 


mals (see below). Moreover, our results are in agreement 
with those of all other published investigations (9-11). 
Our values for free PEA in the urine of normal subjects 
were similar to those reported by two other investiga- 
tors (9, 11) who used different analytical procedures (see 
table 1). Lower values were reported by Boulton and Mil- 
ward with the alloxan method (10). Correspondingly, 
these same authors (10) reported undetectable levels of 
free PEA in the urine of depressed subjects. Without ex- 
ception, a deficit in urinary PEA was found in patients 
with endogenous depression in the five studies published 
on this subject (3, 5, 9-11). Normal levels were found in 
patients with secondary depression, and greater excretion 
of PEA was found in patients with schizo-affective de- 
pressions (9, 11). 

The decrease in urinary excretion of PEA may not be 
related to depressive symptomatology in any essential 
way; rather, alterations in the excretion of PEA may be 
the result of changes in posture, activity, etc. Alterna- 
tively, such differences between patients support the view 
that depression may be biochemically heterogeneous. It 
is possible that the deficit in urinary PEA reflects the 
deficit in brain PEA, which is, in turn, the cause of the 
symptomatology in at least one form of endogenous de- 
pression. Thus the measurement of urinary PEA, an ob- 
jective test simple enough to be available in any hospital, 
may be of practical value in clinical psychiatry to better 
define affective disorders. 


PHARMACOLOGICAL STUDIES IN ANIMALS 


We identified PEA in the brain by mass, infrared, and 
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ultraviolet spectroscopy (5, 12) and measured its levels 
using the same specific procedure (7) used for urine deter- 
minations. Our initial studies with mice (13) were later 
replicated by Fischer and associates with rats (14). The 
levels of PEA in the brain of humans (5) and of ani- 
mals (13-15) were found to be of the same order of mag- 
nitude as those reported for catecholamines and seroto- 
nin. Using different procedures, other investigators (16) 
have confirmed the presence of PEA and that its levels in 
the brain are increased by MAO inhibitors, but they have 
reported lower concentrations of the amine. This point 
requires further investigation. 

. Figure 1 shows the synthesis and metabolism of 
PEA. Like other neuroamines, PEA is synthesized by de- 
carboxylation of the corresponding amino acid in the 
brain and peripheral tissues (17). PEA is mainly metabo- 
lized by MAO: PEA is a specific substrate for type B 
MAO, whereas type A MAO mainly metabolizes seroto- 
nin and catecholamines (18). The accumulation of PEA 
in the brain may be an important factor in explaining 
the antidepressant effect of MAO inhibition. In fact, 
1) PEA is more sensitive to MAO than catecholamines 
are and, in addition, the latter can also be metabolized by 
catechol-0-methyltransferase; 2) the behavioral effects of 
the administration of PEA are more purely stimulatory 
than those of other neuroamines (1, 19); 3) tyrosine hy- 
droxylase is indirectly inhibited by MAO inhibitors (20) 
and, as a consequence, the synthesis of catecholamines is 
reduced and that of other amine derivatives of phenylala- 
nine (such as PEA) might be increased; and 4) some tri- 
cyclic antidepressant drugs (such as imipramine [21]), 
which are usually considered **'non-M AO inhibitors," ap- 
pear to preferentially inhibit type B MAO (see figure 2). 

In our view, MAO inhibitors exert their clinical effects 
as a result of a combination of three mechanisms (figure 
2): 1) increasing the levels of amines in the brain, particu- 
larly PEA; 2) inhibiting the synthesis of the deaminated 
metabolites (aldehydes, alcohols, and acids) of neuroam- 


FIGURE | l 
Synthesis and Metabolism of PEA* 
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FIGURE 2 
Schematic Representation of the Changes Induced by MAO Inhibitors 
in Adrenergic Amines and Aldehydes in the Brain* 
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ines, which are behavioral depressants (22); and 3) inhib- 
iting the synthesis of catecholamines (20), which are be- 
havioral depressants (1, 19, 23). 
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FIGURE 3 
Changes in Levels of PEA in the Brain Induced by Treatment with 
Psychotropic Drugs and Electroshock* 
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* Data for rat from Fisher and associates (14); data for mouse and rabbit from: 
Sabelli, Mosnaim, and associates (13, 15). 


Pharmacological studies in animals have shown & 
fairly consistent relationship between the affective 
changes induced by drugs in man and their effects on 
PEA in the brain. Behavioral studies suggest that am- 
phetamine mimics and chlorpromazine blocks the recep- 
tors for PEA in brain neurons (1). As can be seen in fig- 
ure 3, the levels of PEA in the brain are increased by all 
types of antidepressant treatments, including not only 
classical MAO inhibitors but also tricyclic antidepres- 
sants of the imipramine type, electroshock, and l-dopa 
(which has been found effective in 25 percent of a group 
of depressed subjects (24]). This action is remarkably se- 
lective in the case of imipramine-like antidepressants, 
which do not modify the brain levels of catecholamines or 
serotonin. On the other hand, MAO inhibitors and elec- 
troshock also increase the brain levels of other amines, 
and l-dopa is, of course, the precursor for cate- 
cholamines. Among antipsychotic drugs, chlorpromazine 
does not alter levels of PEA in the brain, whereas reser- 
pine (which can cause depression in humans) reduces the 
level of PEA in the brain. It is particularly noteworthy 
that delta-9-tetrahydrocannabinol, the main active com- 
ponent of marijuana, enhances the stimulant effects and 
increases the brain levels of PEA (25) at very low doses 
(which do not alter brain serotonin or catecholamines), 
probably because delta-9-tetrahydrocannabinol reduces 
the disposition of PEA in the brain (17). 


Am J Psychiatry 131:6, June 1974 697 


BRIEF COMMUNICATIONS 


TABLE 2 


Differences in the Actions and Effects of Phenylethylamine and Catecholamines 


Indicator Phenylethylamine 


Behavioral effect 


PEA induces amphetamine-like stimulation. It is 


not clinically useful as an antidepressant 


because it induces headaches. 


Urinary excrétion by 
depressed subjects 


There is a decrease in the levels of free and/or 
. conjugated PEA in a large percentage of 


depressed patients (noted in all published 


studies). 
Imipramine Increases the levels of PEA in the brain. 
Marijuana A low dose induces a fourfold increase in levels of 


PEA in the brain: it also decreases the metab- 
olism of PEA. Marijuana-induced stimulation 


is potentiated by PEA. 
Monoamine oxidase 
impair the synthesis of PEA. 


PEA AND THE CATECHOLAMINE THEORY OF 
AFFECTIVE BEHAVIOR 


Norepinephrine was proposed as the adrenergic brain 
modulator that subserves behavioral stimulation. This 
pioneering hypothesis was proven to have a remarkable 
heuristic value for the study and treatment of psychiatric 
disorders. As with any other fruitful hypothesis, the ex- 
-perimental results obtained from testing it indicate the 
need for its revision. The identification of PEA and of its 
metabolite phenylethanolamine (5, 12, 26) in the brain 
suggests that these amines may also contribute to the 
modulation of mood. PEA is known to release cate- 
cholamines. If the behavioral effects of PEA are mainly 
due to the ability of this amine to release catecholamines, 
our observations represent positive evidence for the cate- 
cholamine theory of affective behavior. 

On the other hand, behavioral experiments (19) con- 
firmed by microelectrode studies (27) suggest that PEA 
also exerts direct actions that are not mediated by cate- 
cholamines. Certain observations (see table 2) suggest 
that changes in the level of PEA in the brain may account 
for alterations in mood that are not pene explained by 
the catecholamine hypothesis. 


COMMENT - 


The usefulness of a hypothesis of affective behavior re- 
sides in its heuristic value to suggest new experimental! 
approaches for the study and treatment of affective dis- 
orders. To serve this purpose, a hypothesis must be 
clearly stated; consequently, we have purposefully pre- 
ferred to be emphatic in presenting our view, even though 
we are fully aware of the limited character of the experi- 
mental evidence. 
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Highly sensitive to MAO. MAO inhibitors do not 


. Mosnaim AD, Inwang EE, Sugerman JH, et al: 


Catecholamines 


Dopa induces: a mixture of stimulation and 
depression in animals, depression in a large 
percentage of parkinsonian patients, and 
antidepressant effects in 25 percent of 
depressed patients. 

Catecholamine metabolites are increased or 
decreased; this point is highly controversial 
in the literature, 


No clear effect on the level of catecholamines in 
the brain. 

A very high dose induces a small amount of 
depletion of catecholamine levels. Marijuana- 
induced stimulation is potentiated by catechola- 
mine depleters, 

Not very sensitive to MAO; metabolized mainly 
O-methylation. MAO inhibitors do impair the 
synthesis of catecholamines. 
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Penfluridol: An Efficacious Long-Acting Oral Antipsychotic Compound 


BY DONALD M. GALLANT, M.D., DAVID H. MIELKE, M.D., MORRIS A. SPIRTES, M.D., WILLIAM C. SWANSON, PH.D. 


AND ROBERT BOST, PH.D. 


A six-month evaluation of penfluridol, a long-acting oral 
preparation, was conducted with 50 severely ill schizo- 
phrenic patients. After an initial three-month stabiliza- 
tion period, the patients were divided into two equal 
groups and a double-blind evaluation of penfluridol ver- 
sus placebo was conducted. The results of this study in- 
dicate that weekly administration of penfluridol (one oral 
dose) provides relatively safe and adequate control of se- 
verely ill schizophrenic patients and displays efficacy sim- 
ilar to that of the shorter-acting antipsychotic agents. If 
these results are confirmed by other clinical investigators, 
this medication may prove to be of invaluable help in 
maintaining the schizophrenic patient in his community. 
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PENFLURIDOL, l-[4,4-bis(p-fluorophenyl)butyl]-4-(4- 
chloro-trifluoro-m-tolyl)-4-piperidinol, is a diphenylbu- 
tylpiperidine derivative, chemically related to pimozide 
and fluspirilene (see figure 1). 

Clinical studies in Europe have shown that oral admin- 
istration of penfluridol on a once-weekly basis can pro- 
vide relatively safe and adequate control of schizophrenic 
patients (1, 2). The availability of a long-acting oral an- 
tipsychotic compound can be of immense value in helping 
to maintain the schizophrenic patient in the community. 
One major cause of relapse and readmission to the hospi- 
tal ts the failure of the schizophrenic patient to take an- 
tipsychotic medication as prescribed; the relapse rate is 
significantly higher in those patients who have discontin- 
ued their antipsychotic medication (3). Therefore, an oral 
antipsychotic agent that can give protection for one full 
week with a single dose might enable outreach workers 
and other paramedical personnel to administer main- 
tenance medication to a larger number of schizophrenic 
patients at hcme. These patients have a mental illness 
that frequently interferes with their motivation to keep 
regular clinic visits and take medication on a routine 
basis. In addition, this type of agent could save hospital 
and clinic nursing personnel valuable preparation, dis- 
pensing, and charting-schedule time. Because of these po- 
tentially valuable benefits to both patient and staff a deci- 
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FIGURE 1 . 
Structural Formula of Penfluridol 
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sion was made to undertake the following research 
project with the. objective of determining the relative 
therapeutic efficacy as well as the side-effect potential of 
penfluridol. 


METHOD 


Subjects for this study were 50 severely ill, chronically 
hospitalized schizophrenic patients (25 men and 25 
women) who had been transferred to the Tulane Psycho- 
pharmacology Unit after informed written consent had 
been obtained from the closest living relative. All of the 
patients had been stabilized (optimal therapeutic re- 
sponse with minimal side effects) for three to four weeks 
on daily dosages of haloperidol varying from 5 to 40 mg. 
per day on a twice daily regimen. Nineteen (7 men and 12 
women) of the 50 subjects continued to show mild to 
moderate improvement within the above dosage range of 
haloperidol. This improvement rate of almost 40 percent 
.is average for this type of severely ill schizophrenic 
patient population, which has no significant placebo re- 
sponse (4). All of these patients were immediately 
switched to penfluridol, administered once weekly, with- 
out any interim wash-out period. The initial mg. dose of 
penfluridol was determined by multiplying the daily mg. 
dose of haloperidol by 7, with 60 mg. once weekly as the 
maximal starting dosage. 

The above "open" penfluridol stabilization period, in 
which an effective dosage was established for each 
patient, lasted 12 weeks. The minimal therapeutically ef- 
fective dosage was 40 mg. once weekly. The maximal 
dosage allowed by the pharmaceutical firm was 160 mg. 
once weekly (eight 20 mg. tablets). At the end of the 3- 
month period, the final dosage ranged from 100 to 160 
mg. once weekly, with a total of 20 patients (8 men and 
12 women) continuing to show a mild to moderate re- 
sponse. This response rate was not significantly different 
from the therapeutic gains displayed by haloperidol. At 
that time, the 50 patients were divided at random into 2 
groups and a double-blind comparison of drug versus pla- 
cebo followed the prior stabilization period with patients 
maintained on the same number of tablets once weekly. 
The resulting groups did not differ significantly with re- 
spect to age or length of hospitalization: median age of 
the penfluridol group was 42 years (range of 25 to 59) and 
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median length of hospitalization was 15 years (range of 4 
to 35); for the placebo group, median age was 41 years 
(range of 24 to 57) and median length of hospitalization 
was 16 years (range of 3 to 36). The duration of this phase 
of the study was also 12 weeks. 

The psychometric measurements used were the Brief 
Psychiatric Rating Scale (BPRS), Nurses' Observation 
Scale for Inpatient Evaluation (NOSIE), and Clinical 
Global Impression Rating (CGI). These scales were com- 
pleted on the final day of haloperidol treatment, on the 
2nd, 4th, 8th, and 12th week of the penfluridol stabiliza- 
tion period, and on the 14th, 16th, 20th, and 24th week 
(termination) of the second phase of the study, which was 
the double-blind period, or at time of dropout for severe 
psychotic decompensation or side effects. Laboratory 
and clinical procedures included repeated measurements 
of vital signs, electrocardiograms (EKGs), and photosen- 
sitivity skin tests in addition to complete blood count, 
sedimentation rate, liver profile, serum creatinine, serum 
cholesterol, and fasting blood sugar. Ophthalmologic slit- 
lamp examinations were conducted to evaluate any pos- 
sible retinal or lens capsule changes that could occur sec- 
ondary to chronic drug administration. In addition, 
blood was drawn at baseline, 6 hours, 24 hours, and 72 
hours after the once-weekly dose in two active drug 
patients and two placebo subjects for determination of 
serum levels of penfluridol. 


RESULTS 


Comparative effects of the study drugs (penfluridol 
versus placebo), as measured by the BPRS and NOSIE, 
were statistically evaluated by means of analyses of vari- 
ance—repeated measures model. Global ratings of im- 
provement made independently by two psychiatrists and 
a special research aide were averaged to provide more re- 
liable ratings for each patient; these were simply tabu- 
lated. 


Efficacy Findings 


Analyses of efficacy measures may be summarized as 
indicating a reasonably good level of therapeutic re- 
sponse to penfluridol, which would almost surely have 
been considerably better had a higher maximal dosage 
been permitted. 


Global Ratings 


Global ratings of clinical change were made indepen- 
dently by two psychiatrists and the research nurse at 
baseline (before termination of haloperidol), at weeks 2, 
4, 8, and 12 during the penfluridol open stabilization pe- 
riod, and at weeks 14, 16, 20, and 24 during the double- 
blind comparison with placebo. Interrater reliability was 
acceptable and these ratings were averaged to provide a 
single measure for each subject at each evaluation period. 
The resulting global ratings for the critical comparison 
points (1.e., baseline, end of the penfluridol open stabiliza- 
tion period at 12 weeks, and termination of the double- 
blind phase at 24 weeks) are shown in table 1. 


TABLE I 


Global Ratings of Clinical Change at the Three Critical Comparison Points 
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Marked Moderate Slight 
Comparison Point Number Improvement Improvement Improvement No Change Worse 
End of haloperidol treatment 50 0 0 19 3l 0 
End of penfluridol stabilization 50 0 4 16 30 0 
End of double-blind evaluation 
Penfluridol 25 0 2 8 8 7 
Placebo 25 0 0 0 14 lI 
TABLE 2 the six factors derived from this scale as well as the score 


Comparison of Improved and Unimproved Patients in the Penfluridol 
and Placebo Groups* 


Itern Penfluridol Placebo 
Improved 10 0 
Unimproved 15 25 


* X s 12.5; p < 001. 


It is apparent that the groups were remarkably similar 
with respect to clinical change at termination of haloperi- 
dol therapy and at the end of the penfluridol stabilization 
period of 12 weeks. The divergence from that point on is 
obvious, with 10 of 25 penfluridol patients continuing to 
maintain improvement as opposed to none of 25 in the 
placebo group. A simple 2 X 2 contingency table, pro- 
duced by “collapsing” the five ratings into two (“im- 
proved" and unimproved”), is shown in table 2. 

No deterioration in mental status or ward behavior 
was observed by either the rating psychiatrists or ward 
personnel during the latter part of the week after each 
weekly dose of medication. 


Brief Psychiatric Rating Scale (BPRS) 


Highly significant (p « .01) differences favoring pen- 
fluridol over placebo were shown for the BPRS items ten- 
sion, excitement, and disorientation. Significant differ- 
ences (p « .05), again favoring penfluridol, were found 
for the following items: emotional withdrawal, concep- 
tual disorganization, guilt, mannerisms and posturing, 
suspiciousness, and uncooperativeness. The item motor 
retardation favored the placebo group (p « .05), prob- 
ably reflecting a greater incidence of extrapyramidal side 
effects and “‘tranquilization” with penfluridol. 

Three of the four BPRS factors showed statistically 
significant differences in favor of penfluridol-treated 
patients. These were excitation (p < .01), thinking dis- 
organization (p « .05), and anergia (p « .05). 


Nurses' Observation Scale for Inpatient Evaluation 
(NOSIE) 


Results of the NOSIE also demonstrated impressively 
the superior efficacy of penfluridol over placebo. Five of 


for total patient assets (a measure derived from the six 
factors) significantly favored penfluridol. The following 
four factors showed significant differences (p < .01): 
social competence, social interest, neatness, and mani- 
fest psychosis. The factor of irritability significantly 
favored penfluridol (p < .05). In addition, the rating for 
global severity of illness appended to the NOSIE 
showed a highly significant (p < .01) difference, again 
favoring penfluridol. 

Results of the Global Ratings, BPRS, and NOSIE are 
especially striking when one considers that the dosage of 
penfluridol, waich was imposed by protocol limitations, 
was probably inadequate for some patients. 


Blood Assay Results 


The gas chromatographic determinations indicated 
that the peak plasma level ranged from 24 to 72 hours af- 
ter one weekly oral administration of penfluridol, and 
minimal plasma levels could still be detected 7 days later. 
This laboratory finding correlates with the clinical obser- 
vations of sustained antipsychotic activity during the en- 
tire week after the once-weekly dose, described above. 

The column had to be saturated with the drug before 
the unknowns were run in a blind manner and the drug 
then leaked off the column in subsequent samples. Due to 
this leakage, blanks had apparent levels of up to 2.5 ng./ 
ml. Therefore any level under 2.5 ng./ml. was considered 
to be a blank. Since the highest reported level was 8.35 
ng./ml. and the lowest reported peak level in the pen- 
fluridol subjects was 5.28 ng./ ml., the percentage of labo- 
ratory error ranged anywhere from 30 percent to 50 per- 
cent. Due tc the inaccuracy of the method, no 
correlations could be attempted between specific blood 
levels and clinizal response. 


Side Effects 


During the first phase of the study, the open stabiliza- 
tion period, 30 of the 50 patients displayed extra- 
pyramidal symptoms and required antiparkinsonian 
medication, usually within 12 to 48 hours after the once- 
weekly ingestion of medication. Frequently these symp- 
toms disappeared or decreased in severity by the third 
day after administration. The extrapyramidal side effects 
that persisted were adequately controlled by antiparkin- 
sonian medication. Several types of extrapyramidal phe- 
nomena were noted in these 30 patients: 19 developed 
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parkinsonian reactions, 5 displayed akathisia, and 6 ex- 
hibited acute dystonic phenomena with oculogyric reac- 
tions. 

During the second 12-week period of the study, the 
double-blind period, 16 of the 25 patients in the pen- 
fluridol group continued to show extrapyramidal reac- 
tions (13 required antiparkinsonian medication), while 3 
subjects in the placebo group were described as exhibiting 
an extrapyramidal phenomenon of akathisia, which may 
have been confused with restlessness associated with a 
lack of therapeutic response. 

Slit-lamp examinations, photosensitivity skin testing, 
and laboratory findings showed no significant abnor- 
malities except in two placebo patients, who showed a 
relative decrease in their total white blood cell count be- 
low 4,000 without a significant change in the differential. 


Evaluation of the EKG recordings showed a trend toward: 


prolongation of the Q-T interval that was reversible. Six 
of the 25 patients in the active medication group and 2 
subjects in the placebo group showed changes in this seg- 
ment of the tracing. 


DISCUSSION 


It will be noted in table | that 7 of the 25 penfluridol 


-patients became worse during the double-blind phase of 


the study (as compared to 11 of 25 in the placebo group); 
medication was prematurely terminated for these 
patients. We strongly suspect that the maximal allowable 
dosage of penfluridol for these patients was insufficient 
for the sustained control of their symptoms and that they 
might have improved or at least failed to deteriorate with 
higher dosages. Safety data from this study do not mili- 
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tate against the use of higher dosages if necessary, even in 
outpatients. 

The results of this study indicate that one weekly oral 
dose of penfluridol provides relatively safe and adequate 
control of chronic schizophrenia and displays an efficacy 
similar to that of other antipsychotic agents (5). If these 
results are confirmed by other clinical investigators, this 
medication may prove to be of invaluable help in main- 
taining the schizophrenic patient in his community by re- 
ducing the relapse rate and further reducing the rehos- 
pitalization rate (6). The availability of this new long- 
acting oral preparation, which appears to be relatively 
safe and to have no greater toxicity than the commonly 
used antipsychotic agents, should enable a trained para- 
medical person to visit and personally administer medi- 
cation to approximately 30 to 40 patients a week in rural 
areas or to 50 to 75 patients per week in urban areas. It 
appears that this long-acting orally administered prepa- 
ration is a highly significant development for the schizo- 
phrenic patient as well as for the field of psychopharma- 
cology. 
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Thought Disorder in Depression 
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BY BENJAMIN M. IANZITO, M.D., REMI J. CADORET, M.D., AND DANIEL D. PUGH, M.D. 


The authors investigated abnormalities in the thinking of 
depressed patients and present some preliminary data on 
the prognostic value of thought disorder in unipolar de- 
pressive illness. They conclude that both content distur- 
bances and formal thought disorder may occur in pri- 
mary depressive illness during episodes severe enough to 
require hospitalization. They also conclude that formal 
thought disorder at the time of admission seems to pre- 
dict a more severe episode of depression and may help 
create a subdivision of depressive illness analagous to 
that proposed for schizophrenia. 


THOUGHT DISORDER, manifested as either a content dis- 
turbance or a formal disruption, has traditionally been 
associated with schizophrenia (1-4), but there is evidence 
that thought disorder is neither uniquely nor universally a 
schizophrenic phenomenon (5-7). Winokur and asso- 
ciates found content disturbances and impaired thought 
processes in a large percentage of both manic and de- 
pressive episodes (8); Breakey and Goodell recently re- 
ported cognitive impairment in mania to be similar to 
that in schizophrenia (9); and Beck has speculated that 
thought disorder may be an underlying mechanism in de- 
pression rather than an artifact of mood changes (6, 10). 
The coexistence of thought and mood disorders has led to 
nosologic confusion, but the data from family studies 
suggest that schizo-affective illness is more closely re- 
lated to the affective disorders than to schizophrenia (11, 
12). 

In this report we will investigate abnormalities in the 
thinking of depressed patients and presem some prelimi- 
nary data on the prognostic value of thought disorder in 
unipolar depressive illness. Our purpose is to alert clini- 
cians to the presence of thought disorder in depressed 
patients and provide data to help answer the following 
specific questions. 
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1. What is the nature and extent of thought disorder in 
depressive patients, and how does it differ from that in 
schizophrenic patients? 

2. Are there differences in manifestations or demo- 
graphic variables associated with severity of thought dis- 
order within the group of depressive patients? 

3. Does thought disorder have value in predicting the 
severity of a depressive episode in unipolar illness? 


METHOD 
Definitions 


We have differentiated between formal thought dis- 
order and abnormalities of thought content, the former 
referring to speech or thought pattern disturbances, the 
latter pertaining to the ideational content as reported by 
the patient in response to specific questions. Difficulties 
perceived by the patient are considered "symptoms" and 
distinguished from observable manifestations of im- 
paired thinking, which are called "signs" in accordance 
with usual medical terminology. 

A person was categorized as clinically depressed if he 
had dysphoric mood plus five other symptoms of depres- 
sion such as weight loss, sleep disturbance, loss of energv, 
decreased libido or interest in usual activities, guilt feel- 
ings, suicidal thoughts, etc. A diagnosis of primary uni- 
polar affective disorder was made when the patient was 
clinically depressed (as defined above) without evidence 
of other psychiatric disease antedating the current, or 
prior, episode(s) of depression. The specific diagnostic 
criteria are outlined in an earlier report (13). 


Subjects 


Two hundred patients were randomly selected from the 
total admissions to either of the psychiatric hospitals af- 
filiated with the Washington University School of Medi- 
cine in St. Louis, Mo., during a six-month period. There 
were 117 women and 83 men; 70 percent were white and 
30 percent were black. The mean age was 39.1 years and 
the average amount of formal education was 11.3 years. 
Forty-six percent of the patients were currently married, 
23 percent divorced or separated, 22 percent single (never 
married), and 9 percent widowed. The mean IQ of the 
tested patients (N= 186) was 99, with a standard devia- 
tion of 14 points. 

Eighty-nine patients were clinically depressed at eval- 
uation; 60 of :hese fulfilled criteria for the single diag- 
nosis of primary unipolar affective disorder. The remain- 
ing 29 depressive patients were either contaminated by 
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TABLE 1 ‘ 
Distribution by Diagnosis of Disturbed Form of Thought, in Percents 








Random Sample Confirmed Random Sample 
of Depressive Unipolar of Schizophrenic 
Patients Patients Patients 
Score Severity Characteristics (N = 89) (N = 47) (N = 34) 
0 None No formal thought disorder detected 68 68 38 
I Mild Circumstantiality; vagueness 10 13 6 
2 Moderate Paralogical or unrelated responses; 
tangentiality; flight of ideas 15 15 35 
3 Severe Neologisms; echolalia; perseveration; 
clang associations; word salad 7 4 21 


the presence of another diagnosis such as alcoholism, 
sociopathy, or hysteria or fulfilled criteria for bipolar ill- 
ness. The random sample also yielded 34 patients who 
were diagnosed as schizophrenic and used as a com- 
parison group. Because of the method of random selec- 
tion, however, these do not represent a control group. 


Procedure 


All patients were evaluated within 72 hours of admis- 
sion by an investigator working completely indepen- 
dently of those applying the diagnostic criteria, which 
was done in a second interview. The thought disorder in- 
terview focused exclusively on current mental status and 
was based on the Present State Exam, a detailed, system- 
atic, and reliable inventory of mental functioning (14). 
An intelligence test (15), a series of cognitive tasks (16), 
and tests of intellect and sensorium were also adminis- 
tered but will not be discussed in this initial report. This 
two-hour interview provided a uniform method for ac- 
quiring data concerning the patient’s thought content and 
verbal behavior (17). Bias was minimized by the inter- 
viewer’s lack of knowledge of, and lack of involvement 
in, the histories, diagnoses, and care of the patients. 


Scoring 


We used a 4-point scale similar to those of Cancro (18) 

and Phillips (19) for scoring the severity of formal 
thought disorder. General scores were derived from the 
specific symptoms and signs recorded in the Present 
State Exam and represent the maximum degree of for- 
mal disturbance elicited or observed during the interview. 
Content abnormalities were also scaled on a 4-point con- 
tinuum, with hallucinations and unequivocal delusions 
-constituting the "most severe" category. An alternate 
method of scoring was to total the number of signs and 
symptoms without weighting them for severity. Both 
methods are used in our analysis. 


Follow-Up Data 


The 60 patients with uncomplicated depressive illness 
at the time of the index episode were located 18 to 24 
months later to confirm or deny the diagnosis of primary 
unipolar affective illness and to obtain follow-up data. 
The diagnosis was confirmed if the symptoms had re- 


704 Am J Psychiatry 131:6, June 1974 


mitted and no evidence of schizophrenia or other psychi- 
atric illness had appeared in the interim. Of the 54 
patients located, only 7 could not be confirmed as having 
primary depressive illness: 2 had died (one of carcinoma 
of the pancreas and another of cardiovascular disease), 4 
had unremitted or deteriorated conditions (1 had Alzhei- 
mer's disease and 3 had probable schizophrenia), and 1 
patient had systemic lupus erythematosus, which may 
have contributed to her symptoms at the time of the in- 
dex episode. These 7 patients, plus the 6 lost to follow-up, 
were excluded, along with the 29 contaminated depres- 
sives, from the analysis of short-term outcome. We were 
left with a diagnostically pure group of 47 unipolar 
patients for our determinations of the utility of thought 
disorder as a prognostic tool. 


RESULTS 


The results are summarized in the tables, with all com- 
parisons given in percents. Probabilities are two-tailed 
and calculated from chi-square analysis with Yates’ cor- 
rection, using numbers of patients. 

1. What is the nature and extent of thought disorder in 
depressive patients, and how does it differ from that in 
schizophrenic patients? Table 1 shows that schizophrenic 
patients score considerably higher on the formal thought 
disorder scale than do the depressive patients, as might be 
expected. But note that moderate to severe formal 
thought disorder was present in approximately 20 percent 
of the patients with affective illness. Also note that there 
is no significant difference between patients with pure 
unipolar illness and the total group of depressive patients. 
Content disorders also predominate in the schizophrenic 
group (see table 2), but “moderate” to "severe" scores 
were obtained by nearly half of the depressive group. The 
differences between patients with schizophrenia and those 
with confirmed unipolar illness are significant at better 
than the .05 level for all but one of the eight comparisons 
in these tables. 

Regarding specific symptoms and signs, the depressive 
patients reported more symptoms of thinking difficulty 
but exhibited less observable impairment (see table 3). 
Several significant differences in thought content were ` 


TABLE 2 
Distribution by Diagnosis of Disturbed Content of Thought, in Percents 
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Random Sample Confirmed Random Sample 
of Depressive Unipolar of Schizophrenic 
Patients Patients Patients 
Score Severity Characteristics (N =39) (N =47) (N = 34) 
0 None No content disorder detected 11 15 0 
l Mild Phobias; obsessions; compulsions; ideas 
of reference; thoughts of guilt or 
worthlessness; repetitive thoughts 37 40 3 
2 Moderate Depersonalization; derealization; 
thought interference, control, insertion, 
withdrawal, or broadcasting; audible 
thoughts; feeling that mind can be read 25 22 6 
3 Severe Hallucinations; structured or systematized 
delusions, not including suicidal 
ideation 27 23 9] 
TABLE 3 i were too few bipolar patients, however, to make statisti- 


Symptoms and Signs of Disturbed Form of Thought, in Percents 


Depressed Patients Schizophrenic Patients 


Hem (N = 89) (N = 34) 
Symptoms 
Thoughts slowed 54 38 
Thoughts speeded 5 12 
Thoughts confused 57 4] 
Trouble concentrating 64 29* 
Memory problems 46 32 
Signs 
Circumstantiality 21 17 
Paralogical responses 19 44** 
Unrelated responses 13 38** 
Tangentiality 5 |t 
Push of speech 2 ide 
Neologisms l 0 
Echolalia 2 0 
Perseveration 2 Paii 
Clang associations 0 3 
Word salad 0 0 
*p < .00! 
** « 01 
wets 05 


found (see table 4), most of them anticipated by the usual 
clinical presentation of the two disorders. Of note is that 
one-fourth of the depressive patients had structured delu- 
sions and that many reported such typical ‘‘schizo- 
phrenic” experiences as depersonalization, thought with- 
drawal, and audible thoughts. 

2. Are there differences in manifestations or demo- 
graphic variables associated with severity of thought dis- 
order within the group of depressive patients? When we 
contrasted the patients with pure unipolar illness with 
those depressive patients in the sample having other diag- 
noses, we found no significant differences on any of the 
specific or general indices of thought disorder. There 


cally valid comparisons between depressed bipolar 
patients and depressed unipolar patients. When we com- 
pared unipolar patients with absent or mild thought dis- 
order with those having moderate or severe thought dis- 
order, we did not find statistically significant differences 
in regard to age of onset, duration since onset, sex, mari- 
tal status, educational level, or intelligence scores. 

3. Does thought disorder have value in predicting the 
severity of a depressive episode in unipolar illness? Total 
hospitalization of 70 or more days from the index eval- 
uation to the time of follow-up and/or the need for elec- 
troconvulsive therapy during the same interval were arbi- 
trarily used as criteria for poor outcome for the episode 
(see table 5). Fourteen of the 21 unipolar patients with 
moderate to severe content disorders and 7 of the 9 uni- 
polar patients with moderate to severe formal disorder 
had poor outcomes by these criteria. Because of the rela- 
tively low incidence of formal thought disorder in the de- 
pressive group, the figures for severity of formal disorder 
versus outcome just miss significance at the .05 level of 
probability, bu: the difference is significant if number of 
signs is used as the measure (x7 4.42, df« 1, p < .05;. 
Note that symptoms of thought impairment, suicidal 
thinking, other content abnormalities, and performance 
on cognitive tasks had no clear relationship to the need 
for prolonged inpatient care or ECT. 


DISCUSSION 


Our results indicate that symptoms and signs cf 
thought disorder, while certainly more common in schiz- 
ophrenic patients, also occur in recently hospitalized 
patients with affective illness. We found moderate to se- 
vere formal thcught disorder in approximately 20 percent 
of a random sample of depressive patients and in a sub- 
sample confirmed by follow-up to have uncomplicated 
unipolar depressive illness. By comparison, under the 
same conditions of evaluation and before the determina- 
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TABLE 4 
Symptoms of Disturbed Content of Thought, in Percents 


Depressive Schizophrenic 
Patients Patients 
Symptom (N = 89) (N = 34) 
Phobias I0 3 
Obsessions a 3 
Compulsions 6 3 
Ideas of reference 18 41* 
Self-deprecatory ideas 70 24** 
Guilt feelings 42 Gr? 
Repetitive thoughts 26 12 
Depersonalization 8 6 
Derealization 6 12 
Thought interference 17 29 
Thought control : 7 32*7 
Thought insertion 11 44** 
Thought withdrawal 27 29 
Thought broadcasting 8 I7 
Audible thoughts 13 24 
Feeling that mind can be read 10 12 
Hallucinations 15 68** 
Structured delusions 25 ort" 
Suicidal thinking 49 120* 
Homicidal thinking - 8 12 
*p < Ol. 
**p < .001. 


tion of diagnosis, a random sample of schizophrenic 
patients had a 56-percent prevalence of formal thought 
disorder. In addition, we found that the presence of for- 
mal thought disorder, but not of content abnormalities, 
predicted a more severe episode of depression. 

One might challenge these findings on the assumption 
that thought disorder is definitive evidence of schizophre- 
nia and therefore that our depressive patients with 
thought disorder really had acute schizophrenia with de- 
pressive symptoms. The argument is most germane to 
formal thought disorder, which is often considered a 
uniquely schizophrenic phenomenon in the absence of or- 
ganic brain disease. Although we agree, and have illus- 
trated, that formal thought disturbances are important 
indicators of schizophrenia, they must be evaluated in re- 
lation to the longitudinal course and the total clinical pic- 
ture (20-22). Nonorganic patients with cognitive or ver- 
bal disruption should not be automatically classed as 
having schizophrenia, just as depressed patients should 
not be routinely categorized as having primary affective 
illness. Our follow-up study confirms the validity of bas- 
ing diagnoses on historical and longitudinal, rather than 
cross-sectional, manifestations: 9 of the 12 unipolar 
patients with moderate to severe formal disorder were 
confirmed to have affective illness at follow-up and all 9 
had had depressive episodes with full remissions before 
the index episode. 

A second criticism may be that thought disorder in de- 
pressive patients is artifactual, perhaps secondary to poor 
concentration, impaired memory, or psychomotor retar- 
dation. Again, the argument would be based on the a pri- 
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TABLE 5 


Cognitive Features of Patients with Pure Unipolar Depressive Illness with 
Good Versus Poor Outcome, in Percents 








Good Poor 
Outcome* Outcome** 
Item (N =20) (N -27) 
Less than 30 years old 50 iore 
Less than 12 years' education 40 48 
IQ score less than 100 50 41 
Four or more symptoms of thought disorder — 65 56 
Three or more signs of formal disorder 10 attt 
Suicidal at index evaluation 55 37 
Moderate or severe formal thought disorder 10 26 
Moderate or severe content disturbance 35 52 
Ten or more errors on cognitive tasks 40 41 
Less than 30 productions on cognitive tasks 45 60 


* Hospitalized less than 70 days and received no ECT since evaluation. 
** Hospitalized 70 or more days and/or required ECT since evaluation. 
p < .05. 


ori reasoning that thought disorder occurs only in schizo- 
phrenia. Even allowing for this assumption, i.e., that 
depressive thought impairment has a diferent mecha- 
nism, the clinical manifestations are indistinguishable. 
Furthermore, one could contend that some or all patients 
with schizophrenia have their thought disorder because of 
poor concentration or memory impairment rather than 
because of primary associational defects. Because of the 
conceptual dilemmas and biases inherent in etiologic 
speculation, we have attempted in this study to approach 
the subject of thought disorder at a purely phenome- 
nological level. 

We conclude, therefore, that not only content distur- 
bances but also formal thought disorder may occur in 
primary depressive illness during episodes severe enough 
to require hospitalization. Furthermore, formal thought 
disorder at the time of admission seems to predict a more 
severe episode of depression and may help create a subdi- 
vision of depressive illness analagous to that proposed for 
schizophrenia (23-25). Attempts to do so with the con- 
cept of schizo-affective illness have failed. This may be 
because content, rather than formal, abnormalities are 
employed in the diagnostic criteria for schizo-affective ill- 
ness, and, as this and other studies have shown, early con- 
tent disturbances are not related to the severity of the de- 
pressive episode. 
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The Use of Drugs in Psychiatric Interviews: 
Some Interpretations Based on Controlled Experiments 


BY IAN STEVENSON, M.D., JOHN BUCKMAN, M.D., BURKE M. SMITH, PH.D., AND JACK D. HAIN, PH.D. 


In a series of controlled interviews using drugs, patients 


exhibited less expression of emotion than is usually re- 
ported in drug interviews. This remained true even when 
freer conditions were instituted. The general research 
ambiance may have inhibited patients and perhaps inter- 
viewers. Nevertheless, many patients reported improve- 
ment in feelings and symptoms; these improvements 
showed no correlation with the expression during the in- 
terview of negative affects or with derepression. Desup- 
pression did correlate with indications of improvement. 
The authors conclude that drugs may provide a chemical 
buffer against negative feelings and thus enable the 
patient to talk about stressful experiences and integrate 
them with his current situation. 


DRUGS AS FACILITATORS of psychiatric interviewing were 
first introduced in the 1930s (1-4). During World War II 
psychiatrists found them of particular value in the treat- 


ment of psychoneurotic disorders related to stressful con- 
ditions of combat (5-7). Following this wartime experi- 
ence, interviews using drugs had a vogue in civilian 
psychiatry and then declined in popularity. We have rea- 
son to believe that recently there has been a revival of in- 
terest in drug interviews as psychiatrists have begun to 
abandon traditional methods of psychotherapy and are 
trying to learn new ways of helping more people. 
Enthusiasts for drug interviews have often drawn at- 
tention to the fact that patients under the influence of a 
drug talk more freely and express emotions more abun- 
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dantly than they usually do in interviews without drugs. 
Improvements in feelings and symptoms after interviews 
with drugs are then usually attributed to the beneficial ef- 
fects of emotional expression and derepression, so that 
there has been some tendency to use the reported benefi- 
cial effects of interviewing with drugs as evidence of the 
soundness of the psychoanalytic theory of repression as a 
cause of psychoneuroses. Some opponents of inter- 
viewing with drugs, on the other hand, have been almost 
as uncritical in their condemnation of what they regard 
as the improper use of chemicals to manipulate human 
feelings and volition. 

Although drugs have been used for psychiatric inter- 
viewing—at times quite widely—for about 40 years, no 
controlled investigations (investigations using blind ob- 
servers) of their effects and value had been made before 
the studies on which the present report is based. We have 
conducted more than 200 interviews with drugs, the ma- 
jority under conditions in which the patient and at least 
one observer were blind to the drugs used. In previous ar- 
ticles we have published detailed reports of our controlled 
experiments and their results (8-10). In the present ar- 
ticle we propose to summarize briefly two separate but 
comparable series of interviews and offer our main con- 
clusions for the practice of clinical psychiatry. 


PROCEDURE 


Subjects for both series were adult patients in the Uni- 
versity of Virginia Hospital for whom an interview with a 
drug was judged appropriate either for diagnostic or ther- 
apeutic purposes. Most of the patients were from psychi- 
atric wards, but some were from medical or surgical 
wards. The majority were psychoneurotic, with depres- 
sion as one component of their illness. No patients with 
overt psychosis or brain syndrome were included. 

In the first series (N = 49), the drugs used were sodium 
amobarbital (400 mg.), methamphetamine (15 mg.), hy- 
droxydione sodium succinate (500 mg.) (8, 11-13), and 
saline. The drug was selected at random by an anes- 
thesiologist who administered the injection and then left 
the interviewing room. This procedure prevented patient, 
interviewer, or observers (who observed the interview 
from behind a one-way mirror) from knowing which drug 
was used. In this series the interviewer followed a specific 
time schedule for exploring certain topics. 

In the second series (N = 40), the same drugs were 
used and a fifth, a mixture of sodium amobarbital and 
methamphetamine, was added. In lieu of an anesthesiolo- 
gist, the interviewer selected the drug to be used at ran- 
dom and administered it. Thus the patient and observers 
were unaware of the nature of the injection. In this series 
the interviewer was free to conduct the interview as he 
chose—thus adhering more closely to the conditions of 
clinical practice. 

. During the interviews observers rated the behavior of 
the patient and interviewer on rating scales designed for 
this purpose. After the interview the interviewer recorded 
some of his observations of the patient’s and his own be- 
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havior. Twenty-four hours after the interview the patient 
filled out a questionnaire concerning his memories of the 
interview, his reactions to it, and changes in his symp- 
toms and feelings. 

There was some continuity of personnel (one inter- 
viewer and one observer) from the first to the second se- 
ries, but one new interviewer participated in the second 
series. 


RESULTS 


Dosages used in our two series were comparable to 
those used in clinical psychiatric practice. We believe, 
therefore, that the differences between the results we ob- 
served and those found by ourselves and reported by oth- 
ers in situations of clinical practice do not derive from 
important variations in dosages. 

The patients in both series showed comparatively little 
emotional expression during the interview. With rather 
rare exceptions, we did not observe the strong and some- 
times dramatic emotions that are expressed in uncon- 
trolled interviews. Furthermore, we did not observe as 
much emotional expression in our second series with 
freer conditions as we did in our first series under more 
structured conditions. 

Although many of the patients indicated an improve- 
ment in feelings and symptoms in the questionnaire ad- 
ministered 24 hours following the interview, we found no 
significant correlation between such improvements and 
the expression during the interview of negative emotions. 
In our second series, we found some significant correla- 
tions between the expression of anger and indicators in 
the questionnaire of a worsening of the patient's condi- 
tion. 

In our second series we found a significant correlation 
between the patient's talking about ordinarily inhibited 
topics (desuppression as rated by the observers) and in- 
dicators of his feeling better 24 hours after the interview. 
Analysis of the questionnaires filed out by the 40 
patients in our second series showed that 28 of them ex- 
pressed themselves as being either "agreeable to" or “‘de- 
sirous of" another drug interview. Only 6 subjects ex- 
pressed reluctance to have another. Of the 28 patients 
expressing agreement to or a desire for another interview, 
17 reported that their feelings were "better" during or af- 
ter the interview, 11 reported “no change," and none said 
their feelings had become “‘worse.” 

None of the drugs or combinations of drugs used, com- 
pared to saline, emerged as significantly correlated with 
more than one indicator of improvement. 

We analyzed our data for interviewer effects and for 
drug-interviewer interactions. The results showed that 
the interviewer effects often outweighed those of the 
drugs, although the reverse was sometimes true. In- 
dicators in the 24-hour questionnaire of the patient's feel- 
ing worse or actually being worse correlated with observ- 
ers ratings of the conduct of the interviewer during the 
interview as unsupportive or judgmental. In both series 
we found that the observers blind to the drug given could 


identify it with a statistically significant rate of success. 
Chi-square analysis of the data of the first series gave a 
significance level of .00001 and of the second series, .001. 


DISCUSSION 


Importance of the Interviewer's Role 


We were first surprised and then curious to find that we 
observed noticeably fewer expressions of strong emotion 
in our controlled drug interviews than we did in uncon- 
trolled ones or than are often reported by clinical psychi- 
atrists for drug interviews. Especially surprising was our 
failure to observe more emotional expression under the 
freer conditions of our second series since these condi- 
tions were introduced to facilitate such expression. Since 
we have observed (and we think induced) strong emo- 
tional expressions and “‘abreactions”’ in our patients at 
other times, we think that the rarity of marked emotional 
expressions in our controlled interviews occurred because 
of inhibiting factors in the conditions of the interviews. 

We can easily identify some of these. First there was 
the fact that the interviewer for the drug interviews was 
(by design) a stranger to the patient. His strangeness was 
only slightly reduced by his visiting the patient and 
briefly explaining the procedure to him the day before the 
interview. For our first series, the anesthesiologist was 
another strange person whom the patient met for the first 
and only time on the day of the interview. Then there 
were formalities connected with participating in a re- 
search project. A research assistant (also met for the first 
time on the day of the interview) conducted the patient to 
an interviewing laboratory with much apparatus visible. 
Finally there were the observers behind a one-way win- 
dow who, although unseen by the patient, were known by 
him to be present. We believe that these aspects of our 
procedure, most of them important and indeed necessary 
for a properly controlled study, inhibited the patient's 
freedom of expression and to a lesser degree that of the 
interviewer. 

If this is true, however, it simply furnishes one more il- 
lustration of the importance in psychiatric interviews 
(and treatment) of the whole ambiance in which they are 
conducted. And of this ambiance the most important in- 
gredients are certainly the people relating to the 
patient—the psychiatrist notably but also others working 
with him almost as much. Our results showed abundant 
evidence of the importance of the interviewer in the re- 
sults obtained during drug interviews. 

With ordinary psychiatric interviews there is nothing 
new in emphasizing the importance of the interviewer in 
the outcome of a psychiatric interview or examination. 
Numerous investigations have demonstrated this very 
clearly (14-18). With drug interviews, however, there has 
been some tendency to forget the interviewer and empha- 
size the drug. Redlich and associates (19) sounded a 
warning many years ago against credulous acceptance of 
the idea that interviews with drugs automatically led di- 
rectly to “the truth." Weinstein and Malitz (20) also re- 
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minded psychiatrists that the physician contributes im- 
portantly by his own behavior to the outcome of drug 
interviews. But despite these cautionary statements, we 
think there has been insufficient appreciation of the role 
of the interviewer (and other surrounding conditions) in 
the outcome of drug interviews. Neglect of this factor 
may be responsible for the extreme attitudes of enthusi- 
asm or rejection toward drug interviews. Both positions 
may seem to derive from experiences, but the experiences 
themselves occur because the enthusiast will tend to bring 
about success, or what he judges to be success, while the 
pessimist will promote failures that confirm or suppor: 
his rejection of the procedure. 

We do not mean to say that drugs play no significan: 
part in drug interviews.'For some rated items we were 
able to observe more changes in relation to the various 
active drugs then for saline. 


Derepression Versus Desuppression 


A second major point emerging from our investigation 
concerns the importance, or as we now see it, the unim- 
portance of the expression of negative affects and dere- 
pression during interviews as a factor in improvement af- 
terward. Since the early work of Breuer and Freud (21), 
psychoanalysts have emphasized the necessity for a 
patient to express the "original" emotion that he is sup- 
posed to have repressed at the time of a stressful experi- 
ence. Recall of that experience without the expression of 
the original emotion has been said, at least by some psy- 
choanalysts, to be worthless and to render substantial im- 
provement impossible. 

The dogma that this assumption developed into was 
challenged in the 1920s by McDougall (22) and defended 
by Brown (23, 24). McDougall believed that the impor- 
tant factor leading to improvement during recall of past 
stressful events was the breaking down of dissociations 
and the integration of the old experiences with later and 
current ones. In the process of recall, McDougall sug- 
gested, strong emotion might occur as a byproduct but 
was not a requirement for improvement. 

Davis more recently returned to this argument and fur- 
ther pointed out that when unpleasant affects accompany 
the recall of past events the unpleasantness of the whole 
experience may turn the patient away from further inter- 
views (25). In our second series we found a significant 
negative correlation between actual expression of anger 
during the interview and patients' reports 24 hours later 
that they were able to express feelings. This suggests a 
tendency to deny the expression of anger, perhaps be- 
cause the experience was unpleasant. Furthermore, as 
mentioned earlier we found evidence in our second series 
that the expression of anger correlated with a worsening 
of the patient's subjective state. The emergence of strong 
negative affect may bring with it guilty feelings and other 
unpleasant reverberations that can have the effect of 
making the patient wish to avoid another interview and 
evade opportunities for further discussion. 

It seems likely, on the other hand, that the expression 
of positive affect is conducive not only to talking but also 
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to symptomatic improvement. In our first series we found 
definite evidence that this was so. When methampheta- 
mine was used, expression of elation correlated with 
changes in symptoms 24 hours after the interview. 
Although the direction of change for symptoms was not 
specifically analyzed, some patients had improvements in 
their symptoms. Since all had been talking about experi- 
ences that had been stressful to them and at the time of 
their occurrence presumably had been accompanied by 
more or less unpleasant negative affects, the fact that 
they could review these experiences while exhibiting an 
emotion judged by observers to be one of elation and 
could afterwards report symptomatic improvement 
shows clearly that the release of the so-called original af- 
fect is unnecessary for change to occur. 


The foregoing observations on the unimportance of 
derepression and the expression of negative affect during 
interviews do not mean that talking about stressful events 
has no value, On the contrary, apart from other evidence 
on this point, the data from our second series of drug in- 
terviews showed a significant correlation between ratings 
of the patient for desuppression during the interview and 
indicators of improvement in his condition 24 hours later. 
Thus, talking about matters that had been bothering him 
and of which he was well aware but did not ordinarily dis- 
cuss seemed helpful. (In contrast we found no evidence 
that derepression correlated with later reports of im- 
provements by the patients.) 


This observation and those which suggest negative af- 
fect to be unimportant and possibly harmful provide a 
basis for understanding how an interview with drugs may 
help a patient. The drug can offer him a chemical buffer 
against unpleasant negative affects that ordinarily inhibit 
him from talking about earlier experiences which have 
been particularly stressful for him and which it would be 
helpful for him to integrate with his current situation. 


In summary, controlled psychiatric interviews with 
drugs have shown that improvement in the feelings and 
symptoms of the patients may occur without derepres- 
sion and without the expression of negative affects such 
as anxiety and anger. They suggest, on the contrary, that 
reviews of his past experiences by the patient may be par- 
ticularly helpful when he can experience pleasant emo- 
tions during an interview. These not only help the in- 
tegration of relevant past unpleasant experiences but may 
increase the patient’s desire for additional interviews. 
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Laboratory Studies for Every Medicated Outpatient: Are They Really Necessary? 


BY DARIUS ORNSTON, M.D., MARC SCHWARTZ, M.D., D. CLINT SMITH, M.D., AND STANLEY STERN, M.D. 


Although laboratory tests are useful in some cases, the 
authors question the value of routine blood studies for ev- 
ery patient who takes psychotropic medication. They re- 
port results of a questionnaire distributed to all members 
of their local psychiatric society concerning usual prac- 
tice among psychiatrists in regard to laboratory tests. 
Summarizing the arguments for and against routine lab- 
oratory studies for all outpatients, they conclude that 
routine studies provide little useful information. 


LIKE OTHER PSYCHOTHERAPISTS, we prescribe psycho- 
tropic drugs with concern for serious side effects. In the 
professional literature we have found widely divergent 
guidelines for inpatients and almost no substantiated 
guidelines for supervision of outpatients on medication. 
We wanted to inform ourselves about prevailing practice, 
to stimulate discussion among our colleagues, and to de- 
velop rationales for and against routine laboratory tests 
as a method of monitoring adverse liver and blood reac- 
tions to psychotropic drugs. We therefore decided to sur- 
vey practicing psychiatrists about their methods of moni- 
toring drug-induced dyscrasias of blood and liver for 
Outpatients who take antidepressant or tranquilizing 
medications.’ 


PROCEDURE 


We assembled a short questionnaire about usual prac- 
tice in regard to monitoring drugs and distributed it to all 
members of the New Haven-Middlesex Chapter of the 
Connecticut Psychiatric Society, a district branch of the 
American Psychiatric Association, in the summer of 
1971. The questionnaire inquired whether the psychiatrist 
prescribed medication, how he looked for blood and liver 
complications, and what blood studies he ordered rou- 


At the time this work was done the authors were in private practice and 
were with the Department of Psychiatry, Yale University, New Haven, 
Conn. Dr. Smith died in March 1973. Address reprint requests to Dr. 
Ornston at 255 Bradley St., New Haven, Conn. 06510. 
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Ph.D., Stuart C. Finch, M.D., Peter McPhedran, M.D., Robert Scheig, 
M.D., and the members of the New Haven-Middlesex Chapter of the 
Connecticut Psychiatric Society, a district branch of the American Psy- 
chiatric Association, for their helpful criticism, although they were 
not all in agreement with the authors’ conclusions. 


'In this report we have referred to psychotropic medications as a group 
except where we have found well-validated distinctions between drugs. 


tinely with which drugs. We also asked him to give his ra- 
tionale for his usual practice. 

After studying the returned questionnaires we articu- 
lated two sides of the argument about the use of routine 
blood studies; we saw these as guidelines for making a 
thoughtful decision about this clinical problem. 


RESULTS 


Eighty-three of 140 members responded. Eight said 
that they never prescribed tranquilizers or antidepres- 
sants. The remaining 75 used these drugs in their prac- 
tice. A follow-up attempt to get more returns was unsuc- 
cessful. 

As table | shows, our respondents relied most consist- 
ently on clinical observation and judgment in looking for 
drug-induced disorders. There was much less agreement 
about the use of routine blood studies. Thoughtful and 
cogent rationales can be made both for and against their 
use. 


RATIONALES IN FAVOR OF ROUTINE BLOOD STUDIES 


1. A proven abnormality in white blood cell count or 
in liver function tests may contraindicate the use of some 
medications. 

2. Most blood and liver dyscrasias appear within the 
first 6 to 10 weeks that a patient takes medication (1, 2). 
Phenothiazine-induced agranulocytosis and cholestatic 
jaundice are usually reversed when the offending drug is 
stopped (2). Knowing a patient’s baseline white blood cell 
count and liver function, a clinician can better interpret 
an "abnormal" laboratory finding for a patient who has 
complained of a sore throat, itching, dark urine, fever, or 
sudden lassitude and malaise. 

It must be remembered that a single set of tests is not 
enough to establish a baseline. The only way a valid base- 
line can be established for such a dynamic and highly in- 
dividuated process is through repeated studies. There is 
normally a large granulocyte reserve that acts as a buffer 
and reduces the value of a single peripheral white blood 
cell count as an index of myelopoiesis (3). Single liver 
tests are just as variable (1). Kline, in a study of several 
thousand patients during the three weeks prior to starting 
medications, found that at least one liver function test 
showed an abnormal result in over 80 percent of the 
patients (4). 
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TABLE 1 
Methods Used by Responding Psychiatrists To Monitor Blood and Liver 
Complications in Outpatients Receiving Psychotropic Drugs ( N « 75) 





Method Used Not Used No Answer 
Clinical observation 71 0 4 
Physical examination by the 

psychiatrist 9 52 14 
Physical examination by 

another physician 37 32 6 
Routine blood studies 32* 4|** 2 


* Among the 32 psychiatrists who routinely ordered tests (43 percent), the 
studies varied widely, ranging from a “baseline” complete blood count (CBC) 
before prescribing medication to a weekly CBC and liver function battery. 
Some ordered a yearly CBC or liver function test. 

** Eight of the 41 psychiatrists who did not order routine blood studies noted 
that they did do so when prescribing lithium. We infer that the others were 
not prescribing lithium or did not include lithium titration in their thinking 
when answering the questionnaire. 


A baseline is really a range of values for an individual 
patient. Because there may be time to run only one set of 
tests before a patient begins medication, his baseline may 
have to be defined during treatment. 


3. Routine blood studies may reveal agranulocytosis 
before symptoms appear. Pisciotta and associates, in-a 
study in which patients received weekly white blood cell 
counts for the first three months of treatment, found that 
9 of 18 instances of agranulocytosis were detected by lab- 
oratory findings while the patients were still asymptoma- 
tic (5). On the other hand, Pisciotta later reported that 
37,400 white blood cell counts collected over eight years 
in his hospital led to the identification of only five new 
cases of agranulocytosis. These were routine weekly 
counts during the first two months of treatment with phe- 
nothiazines (6). 


Anicteric jaundice is rare, but the symptoms may be 
nonspecific and obscure. For these reasons it is difficult to 
detect anicteric liver disease without laboratory data. 


4. Psychotherapeutic focus on how the patient can im- 
prove his life predicament can be maintained better if 
both the patient and doctor know that severe physical 
complications are being monitored in the laboratory. 


5. As the Secretary of the Department of Health, Edu- 
cation, and Welfare's Commission on Medical Malprac- 
tice has pointed out, "When the patient suffers an adverse 
result in the course of therapy, with or without negligence 
on the part of the person rendering that care, then the 
stage is set for a malpractice action” (7). Without gener- 
ally accepted guidelines for good practice, a psychiatrist 
who prescribes medication but does not order blood stud- 
ies could feel vulnerable to court suit. Malpractice law is 
a rapidly evolving, nonuniform body of legal rulings. The 
absence of logic, consistency, or geographical uniformity 
in court decisions concerning malpractice has led to great 
uncertainty about the legal definition of proper health 
care. Therefore a psychiatrist might reason that it was 
prudent to always order studies for his own legal protec- 
tion. 
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RATIONALES AGAINST ROUTINE BLOOD STUDIES 


|. Unless daily blood studies are reported promptly to 
the psychiatrist, the statistical probability is slight that he 
could use laboratory results for more than a confirmation 
of obvious disease. Klein and Davis have concluded that 
the peripheral white blood cell count drops so rapidly in a 
patient who develops agranulocytosis from phenothia- 
zines that weekly tests are of little value (1). But there is 
disagreement about the rapidity of onset of leuko- 
penia (5, 6, 8). 

2. False security may result from asking a laboratory 
to monitor a disease that could often be diagnosed 
quickly and accurately by clinical observation. Chole- 
static jaundice, for example, is usually relatively gradu- 
ally contracted and benign, becoming clinically evident 
without laboratory data.? 

3. False positive test results may confound the moni- 
toring of dyscrasias. Cyclic leukopenia may occur nor- 
mally without medication, and leukopenia may be almost 
as common among patients who report that they have 
taken no drugs. For this reason, and perhaps others, the 
white blood cell count often returns to normal despite 
continued treatment with a suspected drug (8, 9). As Gil- 
bert pointed out: 


There are statistical reasons why the number of false posi- 
tives may be high in a screening program. These stem from 
the methods used to define the normal range. For most labo- 
ratory tests the normal range is based on limits that encom- 
pass.95% of the population within the normal group. This im- 
plies that 5% of the healthy population will yield abnormal 
results and that for every one hundred people screened there 
will be five false positive results. If, in addition, the disease 
that is being sought has a low incidence, say one case per one 
hundred people, then for every one hundred entering the pro- 
gram there will be five false positives and one true positive (9, 
p. 333). 


4. Established investigators make vastly different esti- 
mates of the incidence of agranulocytosis (2). Ayd esti- 
mated the incidence to be 1 in 250,000 patients treated 
with phenothiazines (10). One of the highest estimates is 
Pisciotta's report of 1 case per 167, in a group of 3,000 
patients treated with phenothiazine derivatives (5). 

Some criteria are generally accepted as indicating in- 
creased susceptibility to phenothiazine-induced agranu- 
locytosis. Susceptibility increases with age, and recovery 
is less likely with increased age. No fatalities have been 
reported among patients under age 30 (10). Phenothia- 
zine-induced agranulocytosis occurs most often in 
women, but Pisciotta pointed out that more women take 
phenothiazines (11). The incidence of phenothiazine-in- 
duced agranulocytosis may be much lower among 
blacks (2). And Ayd reported that "susceptibility . . . is 
enhanced if the patient is overweight or if the patient has 
a chronic physical disorder" (10). 


*Hepatic necrosis and aplastic anemia are fulminant, rare diseases. 


_ Patients with these diseases develop such rapid and overwhelming 


symptoms that frequent blood studies could only provide confirmation 
of the disease. ~ 


After reviewing 400 cases of phenothiazine-induced 
agranulocytosis in the world medical literature in 1969, 
Ayd concluded that “‘there is no definitive correlation be- 
tween the dose of the phenothiazine and the occurrence of 
agranulocytosis.” But he believed that “the risk of agran- 
ulocytosis decreases with a rise in the milligram potency 
of the phenothiazine" (10). 

There are no generally accepted criteria for defining 
groups of people who are more susceptible to jaundice 
induced by phenothiazines. There is a consensus that the 
incidence of hepatic toxity in all patients who have taken 
a phenothiazine is about one percent (1, 2). Ebert and 
Shader concluded that “the size of the dose of chlor- 
promazine administered appears to have no relationship 
to the occurrence or severity of a hepatoxic reaction" 
and that age and sex appear to have no relationship to in- 
cidence if one allows for the probability that more wom- 
en than men take phenothiazines. In addition, “The 
incidence of chlorpromazine-induced jaundice does not 
appear to be influenced by pre-existing liver disease," 
even among hospitalized alcoholic patients (2). 

5. More than 200 chemicals, including various seda- 
tives, are known to stimulate the activity of drug-metabo- 
lizing enzymes in the liver microsomes (12). Although en- 
zyme induction has not been studied for most 
psychotropic drugs, medication must be metabolized. 
The probability of enzyme induction makes the signifi- 
cance of any “abnormal” assay of enzymes in peripheral 
circulation even harder to evaluate. 

6. The cost of finding one case of medication-induced 
side effects can be subsiantial. A set of liver function tests 
and a blood count cost at least $10. If the tests are run 
weekly for the first three months that the patient is on 
medication, the cost of monitoring one patient is $130. 
The cost of discovering one case of agranulocytosis in 
200 carefully selected patients would then be about 
$26,000. 

7. Requiring a depressed or anxious person to have 
regular blood studies may foster somatic concerns and 
psychological regression at a time when these are already 
overwhelming problems. The patient's feelings and fears 
about weekly blood tests may reduce his willingness or 
his ability to take a useful medication reliably. 

8. The "usual and customary good practice" among a 
slim majority (55 percent) of our responding colleagues 
was that they do not order routine blood tests when pre- 
scribing medication for outpatients. Clinical observation 
alone is the mode of routine practice. We have two reser- 
vations about this finding as an argument against routine 
tests: The judgment of a majority can be wrong, and the 
courts’ definitions of "customary good practice" vary 
widely. 


CONCLUSIONS 


Most of our respondents reported that they rely on 
clinical observation in looking for drug-induced dis- 
orders. Their use of blood studies varied widely. Our 
study stimulated critical discussion among these col- 
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leagues and has helped us to develop guidelines for think- 
ing about this clinical problem. 

A valid baseline is always useful in working up a pa- 
tient who develops a serious symptom. But a single set 
of tests is not enough to establish a baseline. Weekly 
studies are the minimum needed to delineate even a 
sketchy outline of a constantly changing and highly indi- 
vidual process like liver enzyme function or hemato- 
poiesis. . 

If a physician, motivated by the threat of liability, de- 
viates from what he believes to be sound practice, he is 
practicing defensive medicine. For example, a psychia- 
trist might order blood tests on every medicated out- 
patient purely for medicolegal reasons. However, “The 
same practice... which one physician employs solely 
for ... defensive ... reasons may be employed by ... 
other physicians because they believe it to be ... of 
genuine medical benefit. ... It becomes extremely diffi- 
cult to draw a clear line between where good medical care 
ends and the purely selfish interest of the physician bz- 
gins” (7). 

A physician can share the decision about routine tests 
with many patients by PD informing them of the pros 
and cons. 

We believe that herë are established differences in the 
incidence of phenothiazine-induced agranulocytosis 
among population subgroups, with a higher risk for older 
patients, women, nonblacks, and obese or debilitated 
people. However, valid criteria for selective susceptibility 
to cholestatic jaundice, which occurs in about | of every 
100 patients taking phenothiazines, do not exist. The def- 
inition and refinement of populations at more risk of de- 
veloping these diseases have yet to be done. 

There is general agreement that the incidence of these 
diseases is low. Even in a carefully selected high-risk 
group of patients there will be more false positive cases 
than valid cases discovered through laboratory reports. 
And as the physician “lessens his selectivity and applies a 
test more indiscriminately there will be an inevitable rise 
in the percentage of false positive results” (9). 

Routine testing of all patients who take psychotropic 
drugs is expensive. And we probably get little or no useful 
information with routine tests on every patient. 
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Affective State and Thyrotropin and Prolactin Responses After Repeated 
Injections of Thyrotropin- Releasing Hormone in Depressed Patients 


BY RUDOLPH H. EHRENSING, M.D., ABBA J. KASTIN, M.D., DON S. SCHALCH, M.D., HENRY G. FRIESEN, M.D., 
J. RODOLFO VARGAS, M.D., AND ANDREW V. SCHALLY, PH.D. 


Eight patients with serious depression were given 1000 
ug. of thyrotropin-releasing hormone (TRH) or saline in- 
travenously for three days in a double-blind study. All 
patients then received 1000 ug. of TRH daily for the next 
seven days. The group receiving saline showed the great- 
est improvement; only one patient improved substantially 
while receiving TRH. Plasma thyrotropin and prolactin 
responses to TRH were distinctly diminished in three of 
the most severely depressed patients. The authors suggest 
that in depression the primary value of TRH may beas a 
diagnostic tool in differentiating among various types of 
depression. 


IN OUR INITIAL STUDY of thyrotropin (thyroid-stimu- 
lating hormone [TSH])-releasing hormone (TRH) (or 
pyroglutamyl-histidyl-proline-amide) in mental depres- 
sion (1), we administered 500 ug. of TRH or placebo (sa- 
hne) intravenously for three days to five depressed 
patients using a double-blind crossover design. Three of 
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these patients showed considerable improvement within 
one to three hours after their first injection. The only man 
tested did not improve until after his third injection of 
TRH and then remained much improved for only a few 
hours. The fifth patient had a very mild response. The 
time of most improvement occurred during the three 
days of TRH administration for all five patients (p = 
.03). However, the improvement lasted only for a few 
hours to a few days at most and was judged not to be of 
sufficient duration or intensity to constitute an efficacious 
clinical treatment of depression. 

In contrast to our working hypothesis of direct central 
nervous system effects of hypothalamic peptides, Prange 
and his co-workers at the University of North Carolina 
approached the testing of TRH through an interest in the 
possible potentiation of tricyclic antidepressants by tri- 
iodothyronine (T3) and TSH (2, 3). Their initial double- 
blind study (4, 5) tested the response of depressed women 
to single injections of 600 yg. of TRH and saline one 
week apart. In 5 of 12 instances TRH was superior to 
placebo; there was a statistically significant difference be- 
tween the two treatments. The observed responses lasted 
as long as three days. Since these first publications there 
have been additional case reports attributing either anti- 
depressant or tranquilizing properties to TRH (6, 7). 

In a later double-blind crossover study of the response 
to single intravenous injections of 500 ug. of TRH by 10 
normal nondepressed women, the University of North 
Carolina group (8, 9) reported significant mild euphoria 
and increased energy after the TRH injection but a total 
lack of similar response to placebo in any of the women 
tested. The TRH effect was observed to persist for six 
hours. 

We undertook the present investigation to determine 
whether the transient improvement in mental depression 
sometimes seen after TRH administration could be 
turned into something clinically useful by repeated ad- 


TABLE 1 


BRIEF COMMUNICATIONS 


Changes in Patients’ Mental Depression on Four Rating Scales After Intravenous TRH or Saline, from Day 1 (8 a.m.) to Day 4 (8 a.m.}{N = 8)* 


Scale 
Hamilton Severity of Illness Line Self-Rating Zung Self-Rating 

Patient Sex Age Day! Day4 Dayi Day4 Range Dayi Day4 Range Dayi Day4 Range 
Receiving TRH 

days 1-10 

| F 21 32 38 4.5 5.0 4.5-5.0 122 170 122-175 63 74 57-74 

3 F 52 38 37 6.0 6.0 6.0-6.0 uie se tr ** xt id 

5 M 35 28 29 4.0 4.0 2.0-4.0 142 156 49-170 62 64 43-66 

8 F 42 29 27 5.0 5.0 5.0-5.0 188 190 86-190 65 62 — 
Receiving saline 

days 1-3, TRH 

days 4-10 

2 F 48 24 15 3.0 1.5 1.5-3.0 178 35 25-178 49 4l 40-49 

4 F 33 32 3 4.0 1.0 1.0-4.0 139 7 7-139 61 30 30-61 

6 F 49 29 16 3.5 2.0 1.0-3.5 150 9 9-150 49 31 22-49 

4 M 47 28 32 33 "4,5 3.5-4.5 77 64 64-170 60 52 52-60 


* A decrease in a score signifies improvement. 


** Patient 3 was unable to perform this rating because of the severity of her illness. 


ministration of higher doses of TRH. In addition, we 
wished to explore our earlier observation, also noted by 
Prange and associates (5), of a blunted TSH response to 
TRH in some depressed patients, as well.as to study 
whether prolactin release by TRH (10, 11) was similarly 
changed in depression. 


METHOD 


Eight seriously depressed patients, six women and two 
men, with diagnoses of involutional melancholia (patient 
3), manic-depressive illness, depressed (unipolar) type 
(patients 1, 4, 6, 7, and 8), manic-depressive illness, circu- 
lar type, depressed phase (patient 5) and psychotic de- 
pressive reaction (patient 2) were included in the study af- 
ter they (or the next of kin in the case of patient 3) gave 
informed consent. 

For the first three days the patients received a rapid 
single intravenous injection of 1000 ug. of TRH or saline 
between 8 and 10 a.m. (days 1-3) using a double-blind de- 
sign. For the next seven days (days 4-10) they all received 
1000 ug. of TRH intravenously at the same time of day 
in a single-blind design. The psychiatrist was not present 
when the TRH was administered and was kept unaware 
of any transient side effects at the time of the injection. 
Blood was drawn to test for TSH and prolactin levels by 
radioimmunoassay at 0, 15, 30, 45, and 60 minutes after 
the injection. 

All patients were evaluated by the same psychiatrist 
(R.H.E.) by means of a Hamilton Rating Scale for De- 
pression on days 1, 4, 7, and 11, and daily before their in- 
jections by means of a Global Severity of Illness Scale 
(range 0-6). In addition, the patients rated themselves 
with a Zung Self-Rating Scale for Depression daily be- 


fore the injection and a Line Self-Rating for Depres- 
sion (12) (range 0-190 mm.) three times a day at 8 a.m., 2 
p.m., and 8 p.m. A patient was judged to be substantially 
improved during the first three days or during the follow- 
ing seven-day period if three of the following four crite- 
ria were satisfied: a) a 50 percent or greater reduction in the 
Hamilton score: b) a reduction of the Zung Self- Rating 
score into the normal range of 45 or less; c) a reduction in 
the Global Severity of Illness Scale to less than 3; and d) 
a reduction of 50 percent or greater in the amount of de- 
pression indicated by the Line Self-Rating scale. 


RESULTS 


The results of the evaluations are summarized in tables 
1 and 2. One woman (patient 6) receiving saline satisfied 
the criteria for substantial improvement within the first 
24 hours. By the end of the first three days three women 
(patients 2, 4, and 6) of the four patients receiving pla- 
cebo had responded with substantial clinical improve- 
ment and continued to improve during the seven days 
they received TRH. The remaining patient who received 
placebo first, a man (patient 7), showed slight improve- 
ment for brief periods during both the placebo period and 
the time he received TRH, but at the end of 10 days he 
had not improved to any substantial extent. 

Of the four patients who received TRH for all 10 days, 
one (patient 5), the only man in this group, initially dem- 
onstrated substantial improvement within the first 24 
hours but then relapsed and did not again meet the cri- 
teria for substantial improvement until day 6, after which 
he sustained his improvement. None of the rest of this 
group demonstrated substantial improvement on even a 
transient basis. Two patients (patients 1 and 8) showed a 
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TABLE 2 


Changes in Patients’ Mental Depression on Four Rating Scales After Intravenous TRH, from Day 4 (8 a.m.) to Day 11 (8 a.m.)(N = 8) 


Scale 
. Hamilton Severity of Illness Line Self-Rating Zung Self-Rating 
Patient Day 4 Day7 Dayll  Day4 Dayll Range Day4  Dayii Range  Day4 Dayil Range 
Receiving TRH 
` days 1-10 
i 38 33 35 5.0 4.5 4.5-5.0 170 167 130-180 74 71 56-71 
3 37 32 38 6.0 5.0 5.0-6.0 * oí x * * s 
5 29 8 3 4.0 2.0 1.0-4.0 156 40 40-156 64 42 41-64 
8 27 24 . 32 5.0 5.5 3.0-5.5 190 190 90-190 62 72 59-72 
Receiving saline 
days 1-3, TRH 
days 4-10 
zs n 15 P. 0 1.5 0.0 0.0-1.5 35 6 5- 42 4] 23 23-41 
4 3 l l 1.0 0.0 0.0-1.0 7 ] l- 7 30 25 21-30 
6 16 10 il 2.0 1.0 1.0-2.0 9 16 8- 65 31 43 26-45 
7 32 30 30 4.5 4.0 3.04.5 64 161 64-170 52 59 42-59 
* Patient 3 was unable to perform this rating because of the severity of her iliness. 
slight worsening, and one (patient 3) demonstrated very DISCUSSION 


slight improvement of a very serious involutional depres- 
sion. 

To summarize, there was no clear difference between 
the groups within the first 24 hours, but at the end of the 


double-blind period the saline group showed the greatest | 


improvement. Only one patient, a man (patient 5) with a 
bipolar affective illness, improved substantially while re- 
ceiving TRH. | 

Table 3 shows the thyrotropin (TSH) and prolactin re- 
sponses of the patients to TRH. Three patients (patients 
3, 5, and 8) had both an abnormally low TSH re- 
sponse(13, 14) and an abnormally low prolactin re- 
sponse (15). Patient 1 had a delayed TSH response and 
an elevated prolactin response from an elevated baseline, 
possibly caused by the oral contraceptive agent she was 
taking at the time. These four patients were the most seri- 
. ously depressed of the eight patients studied. 

The three patients (patients 2; 4, and 6) who responded 
positively to placebo during the first three days had 
higher baseline TSH levels, and when they did receive 
TRH on the fourth day their TSH responses were within 
normal limits, and the patients were clinically much im- 
proved. The prolactin response was clearly within normal 
limits for patients 2 and 4 and borderline low for patient 
6. The remaining patient (patient 7) demonstrated a TSH 
response within normal limits but a low prolactin re- 
sponse. 

By day 10, all patients' TSH responses were below nor- 
mal, but some patients’ (patients 1, 2, and 4) prolactin re- 
sponses remained within normal limits, and one patient 
(patient 8) showed an increased prolactin response on day 
10. 

Plasma levels of thyroxine, tetraiodothyronine (T4), 
_ were measured on day | and day 11 and were found to be 
within normal limits on both days, with no significant 
changes observed. 
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In this study TRH administered at a dose of 1000 ug. 
for 7 to 10 days failed to constitute an efficacious clinical 
treatment for depression. TRH was not superior to saline 
in the first 24 hours and in fact was inferior to placebo 
during the first three days of the initial double-blind pe- 
riod. 

However, our earlier finding (1) of a blunted TSH re- 
sponse to TRH in some patients with depression was 
again demonstrated. This also had been observed by 
Prange and associates (5), who reported a significant cor- 
relation between a positive TSH response and clinical im- 
provement. However, in their study of normal women (9) 
they found just the opposite—a significant inverse rela- 
tionship between euphoria and positive TSH response. 

It is our hypothesis that in depression TRH may be 
primarily of diagnostic value in differentiating types of 
depression. The flattened TSH response to TRH seemed 
to correlate with severe endogenous and involutional de- 
pression that would not have readily responded to pla- 
cebo. In this study the most severely depressed patients 
had a flattened TSH response. The only patient to show 
any significant clinical improvement while receiving 
TRH had a blunted TSH response. Conversely, the three 
patients who responded best to placebo had a normal 
TSH response to TRH when they received TRH on day 
4. At that time they were clinically much improved, and 


: one could argue that their normal TSH response was a 


function of their improvement. However, their baseline 
TSH values were higher than those of the rest of the 
patients, and it is our hypothesis that had they been given 
TRH instead of saline on day 1 when they were quite de- 
pressed, their TSH responses might have been within 
normal limits, as they were on day 4. A review of the data 
from our earlier study (1) reveals that the only patient 
out of five who had a normal TSH response while de- 
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Thyrotropin {TSH) and Prolactin Responses to TRH in Patients with Mental Depression ( N =8) 


TSH (microunits/ml.) 
Minutes After Injection of TRH 
Patient Day 0 15 30 45 
Receiving TRH 
days 1-10 I «32 7.4 11.5 15.4 
1 4 <3.2 «3.2 51 9.3 
10 «32 <a) 3.8 9.0 
] 3.8 6.1 5.4 7.0 
3 4 «23.2 «3.2 «32 «32 
10 «32 4.8 «32 «32 
I <3.2 7.4 8.3 5.8 
5 4 «3.2 6.1 4.2 «3.2 
10 «3.2 3.2 3,2 3.2 
1 «3.2 «32 4.8 «32 
8 4 «3.2 «3A cJ 7 «3 
10 «3.2 «3.2 «3.2 «3.2 
Receiving saline days 
1-3, TRH l 6.4 3.5 5.] 4.5 
days 4-10 4 4.2 14.4 17.6 15.7 
2 10 4.5 6.7 7.4 8.0 
I 8.0 6.4 <3.2 <3.2 
4 4 4.2 16.0 24.6 20.8 
10 3.2 4.2 «3.2 4.2 
I 3.2 «32 «3.2 3.2 
6 4 4.2 20.8 20.5 17.0 
10 3.2 «32 7.7 5.1 
I <32 <3.2 <3.2 <3.2 
7 4 232 18.6 — 16.0 
10 232 7.7 «32 «32 


pressed did have one brief period of improvement while 
she was initially on placebo, although this improvement 
was not as great as what she experienced during the pe- 
riod she received TRH. Our present finding of low TSH 
responses by day 10 in patients who initially responded 
well to TRH are consistent with previous reports of 
blunted responses after repeated injections of TRH (16). 

Patient 3 was severely psychotically depressed, with 
marked psychomotor retardation, paranoid delusions, 
and visual and auditory hallucinations. We saw no signif- 
icant reduction in these symptoms, although Wilson and 
associates (17) in a single-blind study of schizophrenic 
patients given much lower doses of TRH did find a signif- 
icant reduction. 

We have recently completed a pilot double-blind clini- 
cal trial of another hypothalamic hormone, MSH (mel- 
anocyte-stimulating hormone)-release inhibiting hor- 
mone (MRIH-I), in the treatment of depression (18). 
Based on our experience with both of these hypothalamic 


peptides in treating depression we find that the very pre- . 


liminary results with MRIH-I tend to be more encour- 
aging than those with TRH. Further studies with TRH 
should be performed in which it is given orally several 
times a day before it is ruled out as a practical, efficient 
treatment for depression. In addition, the diagnostic use- 
fulness of TRH should be explored further. At the 
present time we see less indication that TRH is clinically 
useful as a treatment than that it has potential as a diag- 


Prolactin (ng./ml.) 
Minutes After Injection of TRH 


60 0 15 30 45 60 
17.9 72 340 290 195 155 
8.6 25 212 145 105 95 
9.3 16 104 92 72 46 
6.4 5 25 12 8 9 
«32 5 9 7 9 5 
«32 4 10 10 8 6 
4.8 <4 16 15 8 6 
4.2 «4 6 «4 <4 <4 
3.2 <4 13 7 5 5 
«3.2 6 24 19 1] 13 
«3.2 4 21 lt 10 6 
«3.2 8 40 18 9 6 
— 3 5 5 4 — 
16.0 3 56 36 30 22 
5.4 «4 36 26 16 15 
4,2 5 4 4 5 4 
20.8 5 86 78 64 64 
4.8 <4 60 41 46 16 
«3.2 [8 21 13 15 t0 
18.9 13 25 25 32 12 
6.7 jz 24 23 23 18 
3.5 <4 <4 <4 <4 <4 
— «4 9 — 7 — 
5.8 <4 li 7 5 <4 


nostic tool in differentiating types of depression. 


10. 
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IN MEMORIAM 





Percival Bailey 
1892-1973 


PERCIVAL BAILEY, M.D., Ph.D., died on August 10, 1973, at the 
Evanston Hospital, Evanston, Ill. He had been confined to his 
home for a long time in his late years due to a fractured hip and 
a complexity of illnesses, yet he was active intellectually until 
his death at the age of 81. 

Dr. Bailey was a great man in every sense of the word. He 
had become famous internationally for his work as a neurolo- 
gist, a neurosurgeon, and a neuropsychiatrist. His famous 
Classification of the Tumors of the Glioma Group on a Histo- 
genic Basis with a Correlated Study of Prognosis, written under 
the aegis of Harvey Cushing, was but the beginning of a lifetime 
of accomplishments in the field of anatomy, physiology, pathol- 
ogy, and surgery. Perhaps best known for his works on glio- 
mata, he also produced a whole series of books on the cy- 
toarchitecture of the brain of primates and of man. 

Percival Bailey was a superb teacher whose mind functioned 
with the rare intellectual grace of his French mentor, Pierre Ja- 
net. An unabashed Francophile, he invariably referred to his 
students with the French designation of "pupils." Beloved by 
his colleagues and pupils, he demanded excellence in himself 
and required it of others. He retired from the University of Illi- 
nois in 1951. 

It is generally known that he was the administrative force be- 
hind the modernization and upgrading of Illinois’ psychiatric 
research and training programs under the old Department of 
Public Welfare. He hastened the advent of the Department of 
Mental Health and designed the Illinois State Psychiatric Insti- 
tute, which he served as its first director of research before his 
retirement. 

My most vivid recollection of Percy is of the fantastic force 
of his mind: it was an exhilarating fact of life. He was an incur- 
able savant and possessed an empirical love of learning. Al- 
though one is moved by his writing, one is further moved—as a 
consequence of his consummate scholarship—by what he him- 
self read before setting pen to paper. One example of his scru- 


pulous fecundity will suffice. 

In 1956, Dr. Bailey was invited on short notice to deliver the 
academic lecture to the 112th annual meeting of the APA. The 
subsequent printing of that speech in this journal ran 16 pages 
plus 117 references. Within a three-month period, Percy had 
drawn together such diverse voices as St. Augustine, Henri Ba- 
ruk, Karen Horney, Ovid, Schopenhauer, ad practically in- 
finitum to deliver a distinct and highly individual rebuke to the 
lack of scientific rigor he perceived in unqualified devotion to 
Freudian theory. 

Dr. Bailey prevoked an adder-tongued fury for his trouble 
among those who failed to discern his adamant adherence to the 
axiom that the scientist must always examine everything within 
his purview with passion and compassion. I liketo think that we 
are not today so mired in orthodoxy, or at least in yesterday's 
orthodoxy, that we cannot appreciate what he was warning us 
about—i.e., that the only human absolute is that there are no. 
absolutes that inquiry will not ultimately modify. 

But no man speaks better for this distinguished man than he 
himself, and this legacy is fortunately left to us in enduring 
form. As he once wrote in these pages: ‘‘Of all the people whom 
I detest, those whom I detest the most are the ones who believe 
that they have already entered into Paradise and see all things 
face-to-face and not through a darkened glass" (1, p. 391). 

I hope Paradise poses sharp questions for the inhabitants 
thereof, for if it does not, it will prove a tight cage for Perciva. 
Bailey's probing soul. 


LESTER H. Rupy, M.D. 


REFERENCE 


1. Bailey PJ: The academic lecture. Am J Psychiatry 113:387-406, 
1956 . 


` ` AmJ Psychiatry 131:6, June 1974 ©: 719 


‘ IN MEMORIAM 


Eliza P. Brison 
1881-1974 


Dr. ELiZA P. BRISON died on January 1, 1974, at her home in 
Hants County, Nova Scotia. She was one of the few successful 
citizens of the modern world who died within a few miles of her 
birthplace. 

She graduated in medicine from Dalhousie University in 
1911. She was thus a pioneer woman physician in Nova Scotia. 
More remarkably, she was a pioneer woman psychiatrist in At- 
lantic Canada. Having completed her training in the New Eng- 
land states, she returned to Nova Scotia in 1931. For the next 
20 years she labored diligently for the well-being of mentally re- 
tarded and mentally ill Nova Scotians. Her major work was 
with children and especially with children who were the wards 
of the Children’s Aid Society and who were admitted to the 
newly established Truro Training. School for the mentally re- 
tarded. 

Modest and retiring, she pushed ahead with plans for the bet- 
terment of mental health conditions in this province, especially 
through her support of what was then called the Nova Scotia 
Society for Mental Hygiene, later to become the Nova Scotia 
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Division of the Canadian Mental Health Association. She lived 
to see many improvements in our mental health service that she 
had desired and planned for. 

She was a lifelong member of the American Psychiatric As- 
sociation and a charter member of the Canadian Psychiatric 
Association. The esteem and affection of her Canadian col- 
leagues was demonstrated when she was elected one of the 
dozen honorary members of the Canadian Psychiatric Associa- 
tion. Here her name is enshrined with such leaders of the Amer- 
ican Psychiatric Association as the late Franklin Ebaugh and 
Ewen Cameron. Her life was devoted to the improvement of 
mental health facilities and to the personal care of the mentally 
ill in Nova Scotia. 

The mental health scene in Nova Scotia is much the better 
because she lived and worked here. 


R.O. JoNzs, M.D. 


LETTERS TO THE EDITOR 


Surgery Using Hypnosis in 1829 


SIR: In his interesting letter “Surgery Using Hypnosis in 
1845" (December 1973 issue) Dr. M.B. Sell referred to a mas- 
tectomy performed under “mesmeric sleep" (hypnosis) in 1845. 
He wondered whether it was the first recorded case of this kind. 

There is, in fact, an earlier—if not indeed the very first—case 
record of a mastectomy performed under hypnosis by Jules 
Cloquet in Paris on April 12, 1829. It was the subject of a paper 
that he presented on April 16 of that year to the Académie Roy- 
ale de Médecine (1). 

This gave rise to a most heated discussion, reminiscent of the 
current controversy over acupuncture and hypnotic analgesia. 
Those who took part in the debate included Larrey, famous sur- 
geon-in-chief to Napoleon’s Grande Armée, and Lisfranc, an- 
other eminent surgeon of the time. I have given an account of 
this episode together with a detailed historical survey of psycho- 
logical analgesia elsewhere (2). 

It is noteworthy, incidentally, that Cloquet, a renowned sur- 
geon and anatomist seemingly attracted by unorthodox proce- 
dures, was among the first in France to experiment with treat- 
ment by acupuncture. In a treatise published in 1826 (3) one of 
his assistants described some 90 cases in which Cloquet used ac- 
upuncture, mainly in painful "neuralgic" disorders (which 
today we would call psychosomatic”). He did not, however, 
mention the use of acupunctural analgesia in surgery. 
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LEON CHERTOK, M.D. 
Paris, France 


Psychiatrists and Political Torture 


SIR: The recent exchange between APA President Alfred M. 
Freedman, M.D., and Prof. A.V. Snezhnevsky of the USSR All 
Union Society of Psychiatrists (1, 2) concerned possible abuses 
of psychiatric responsibility through participation of psychia- 
trists in the incarceration of political dissenters and other ideo- 
logical “troublemakers” in psychiatric hospitals using fraudu- 
lently constructed "psychiatric histories." Important as this 
issue is (3), and as much as it deserves relentless scrutiny by our 
Association and by other components of the international psy- 
chiatric community, it is only one instance of the many ways in 
which physicians participate in the suppression, coercion, and 
brutalization of political dissenters and ideological prisoners. 

Almost certainly more widespread and more degrading to 
both victim and physician participant is the burgeoning use of 


sophisticated psychological and physical techniques of inter- 
rogation and torzure to which prisoners are subjected in nations 
around the world (4, 5). Physician participation in such prac- 
tices is of two kinds: |) medical and psychological research finc- 
ings have been applied to the development of more effective 
methods of inflicting pain and reducing the prisoner's resistance 
to questioning, and 2) physicians are serving as consultants dur- 
ing actual interrogation and torture sessions, monitoring the 
procedures so that unconsciousness and death are avoided while 
maximum. stress is applied. i| 

These practices and the involvement of physicians in them 
are not new, but they seem to be growing in this era of violence 
and unbridled ideological conflict. For over a decade Amnesty 
International, a London-based, independent, nongovernmental 
and nonviolent organization, has worked for the release and 
protection of men and women deprived of liberty because of 
their religious or political beliefs, ethnic origins, color, or lan- 
guage—provided that the prisoners themselves have never used 
or advocated violence. Amnesty International functions by 
studying and reporting on such practices wherever they are 
found, organizing intensive letter-writing and information cam- 
paigns to expose and pressure the authorities responsible for 
such practices, ‘‘adopting”’ individual prisoners and working to 
encourage and support them while they are imprisoned, and 
working for their prompt release. 

The position cf Amnesty International with regard to the 
participation of physicians in the conduct of torture was elo- 
quently stated by Dr. Anthony Storr of London in his lecture az 
the Lysebu (Oslo) Conference on Physical and Mental Con- 
sequences of Imprisonment and Torture in October 1973: 


My final plea is that doctors, all over the world, should 
unite in condemning anything which is done to prisoners 
which they know to be harmful, whether physically or 
mentally. Doctors subscribe to an ethic which, I believe, 
ought to transcend their loyalty to Governments. Their 
duty is to heal the sick where possible, and to relieve suffer- 
ing. To advise the torturer as to how far he may go without 
killing his victim; to devise methods of breaking the resist- 
ance of individuals, whether by drugs or psychological 
techniques; and to acquiesce in barbarous punishment 
without protest is no part of a doctor's duty. I believe that 
if doctors were to combine on an international scale and 
refuse to betrav their principles by co-operating in these 
detestable practices, we might go far in shaming Govern- 
ments into abandoning them (6, p. 36). 


Amnesty International would welcome the participation, : 
questions, and suggestions of members of APA. Inquiries can 
be addressed to the American West Coast office of Amnesty In- 
ternational, c/o Leonard Sagan, M.D., Department of Environ- 
mental Medicine, Palo Alto Medical Clinic, 300 Homer Ave., 
Palo Alto, Calif. 94301. 
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MORTON R. WEINSTEIN, M.D. 
San Francisco, Calif. 


Side Effects of Chlorpromazine and Piperacetazine 


SIR: Certain statements in the report “‘Piperacetazine and 
Chlorpromazine: A Comparison” by Drs. Johnson and Kul- 
karni (May 1973 issue) need to be clarified. The authors in- 
dicate that 13 patients each received 25 to 175 mg. of chlor- 
promazine intramuscularly or 2 to 14 mg. of piperacetazine 
intramuscularly within approximately four hours. In spite of 
this, they report that "systematic side effects or local reactions 
at the injection site were absent." 

It is common to encounter such side effects as hypotension, 
dryness of mouth, and drowsiness after the intramuscular in- 
jection of chlorpromazine. Piperacetazine, being a phenothia- 
zine derivative, produces side effects similar to those of chlor- 
promazine. Complete lack of side effects for both substances 
merits some explanation from the authors. 


J. ANANTH, M.D. 
Montreal, Que., Canada 


Dr. Kulkarni Replies 


SIR: In our study, 11 patients received a single injection of 1 
ml. (2 mg.) of piperacetazine. Two others received three in- 
jections of | ml. each in approximately five hours according to 
the protocol (1 ml. initially, 1 to 2 ml. in one hour, 1 to 4 ml. ev- 
ery four hours as needed). In five hours a patient could receive a 
maximum of 3 ml. (6 mg.) of piperacetazine. No patient re- 
ceived 14 mg. in four hours as Dr. Ananth's letter states. 

Six patients received a single injection of 1 ml. (25 mg.) of 
chlorpromazine. Two patients received two injections of | ml. 
each (total of 50 mg. each in one hour). Two patients received 4 
ml. (100 mg.) each, one in approximately six hours, the other in 
approximately seven hours. One patient received 5 ml. (125 
mg.) in approximately five hours (1 ml. first injection, 2 ml. sec- 
ond, and 2 ml. third). Two patients in the chlorpromazine group 
received 12 ml. (300 mg.) each, one in 42 hours and the other in 
34 hours. No patient received 175 mg. in four hours as the letter 
states, 

Side effects were recorded using the Treatment Emergent 
Symptom Scale from the assessment battery of the Early Clini- 
cal Drug Evaluation Unit of NIMH. There were no apparent 
side effects when the evaluation forms were reexamined. 

I agree with Dr. Ananth that, in general, piperacetazine 
would be expected to produce side effects similar to those of 
other phenothiazines. In other similar studies with injectable 
forms of chlorpromazine and piperacetazine, side effects known 
to occur with phenothiazines were present. The frequency of 
their occurrence was similar for the two drugs. Absence of side 
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effects in this study may be explained by the repeated small in- 
jections separated by four-hour intervals. 


A.S. KULKARNI, M.D., PH.D. 
Zionsville, Ind. 


Caveats on Diagnosing Assassins 


Sır: The article “Phases of Psychopathology After Assassi- 
nation” by Dr. Joseph Finney and associates (December 1973 
issue) was most useful in pointing out the MMPI findings on 
the assassin of a prominent American politician six weeks and 
five months after the commission of the crime. The authors’ im- 
pressions are quite similar to those of Hastings (1) in his ex- 
haustive review of previous presidential assassins. 

However, the omission of certain important caveats impedes 
the interpretation of this work. First, I feel that the authors 
should have mentioned that the MMPI has been standardized 
on a "normal" Euramerican sample here in Minnesota. In at- 
tempting to generalize these findings to an immigrant Arab, one 
is skating on thin methodological ice. Indeed, MMPI findings 
are often difficult to interpret for native-born Minnesota Chip- 
pewa and Sioux people. 

Second, the implication is made that a psychopathologic con- 
dition of some kind is responsible for the initial observations 
and changes in the test results and for the subject’s violent be- 
havior. The authors fail to consider and review the psychologi- 
cal effects of imprisonment itself, especially as this might be re- 
flected in MMPI findings. They also seem to imply that this 
person's violence can be dismissed as merely psychotic and that 
social, political, cultural, and historical factors played no role. 

Thus, while these findings are a useful addition to the litera- 
ture on assassination, their interpretation is not an easy matter. 
It would have been well had the authors reflected on the com- 
plexities involved. 
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JOSEPH WESTERMEYER, M.D. 
Minneapolis, Minn. 


Dr. Finney Replies 


Sir: Dr. Westermeyer’s comments are all appropriate. The 
only point on which I would differ is his view that mere impris- 
onment could have produced either the psychosis or a false ap- 
pearance of psychosis. Strictly speaking, since no psychiatrist 
or psychologist interviewed or tested the defendant until after 
the assassination and his confinement in jail, nobody could say 
for sure that the mental condition found had been present at the 
time of the crime. It could have developed later, in reaction to 
the crime and to the incarceration, though in my experience 
that is an uncommon happening. 

The possibility of conscious faking of psychosis is inconsis- 
tent with the response-set indicators as measured in this case, 
not to mention Rorschach results and other evidence that I did 
not discuss. Conscious faking would also be inconsistent with 
the fact that the defendant resented any imputation of mental 
illness and refused to allow his attorney to enter a plea of not 


guilty by reason of insanity. The kind of unconscious faking or 
histrionic dramatization that is part of the hysterical person- 
ality was present in this man. I wish we had more information 
on the processes involved in hysterical psychosis or hysterical 
pseudopsychosis. In this case I believe that our measures were 
sensitive enough to warrant the conclusion that we have demon- 
strated the presence of both hysterical mechanisms and a true 
psychosis independent of the hysterical features. I believe the 
evidence is that this man had chronic psychotic thinking, even 
though he was not the sort who would be spotted by the man in 
the street as psychotic. 

I agree with all the other points raised by Dr. Westermeyer. 
In another context I might well discuss the social, political, cul- 
tural, and historical factors in the assassination. One of the clin- 
ical psychologists who testified at the trial, George DeVos, is an 
anthropologist as well; he discussed the relation of the defen- 
dant's cultural background to his psychopathology and the psy- 
chological test findings. There is always a question of how much 
to try to discuss in one article from among the many issues that 
could be relevant. In this case I chose to write a very short paper 
confined to points that would be new to the reader. 


JOSEPH C. FINNEY, M.D. 
| Lexington, Ky. 


The Psychiatric Establishment and Social Change 


SIR: The article “Is Psychiatry as Establishment an Effective 
Force?” by Dr. Milton Miller and Mr. James Auerbach (July 
1973 issue) questions the effectiveness of the American Psychi- 
atric Association as an organization and psychiatrists as indi- 
viduals in bringing about social change. 

This issue might better be approached by considering the 
range of possible strategies for social change and determining 
which of these can be most effectively carried out by profes- 
sional organizations and by individuals. 

Rothman has described three models of social change strate- 
gies: social planning, community development, and social ac- 
tion (1). Social planning, a technical problem-solving approach 
emphasizing rational, deliberatively planned and controlled 
change involving organizational bureaucracies, is a strategy 
well suited to professional groups, e.g., the involvement of APA 
in the Joint Commission on Mental Illness and Health leading 
to the 1963 Community Mental Health Centers Act. Social ac- 
tion strategies involve the organization of disadvantaged seg- 
ments of the population for the purpose of coercing changes 
from established power groups; such an approach seems un- 
suited to professional groups. 

A second distinction might be made between areas of in- 
volvement which are particularly close to the essential interests 
and activities of psychiatrists and those which are not. Thus the 
violence done to mentally ill persons through inappropriate use 
of electroconvulsive therapy, psychosurgery, and psychiatric 
hospitalization is an area of great interest and involvement for 
psychiatrists and APA, as is shown by APA’s participation in 
the Wyatt v. Stickney class action, APA guidelines concerning 
the use of electroconvulsive therapy, and APA support of con- 
tinued congressional funding of community mental health cen- 
ters. On the other hand, the violence occurring in the Middle 
East is an area of less intimate interest and involvement to APA 
as a professional organization. 

By focusing on issues of particular relevance to psychiatrists 
as psychiatrists and by carefully selecting its strategies, APA 
can have considerable effect in bringing about beneficial social 
changes. | 
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Davip A. Ames, M.D. 
Beckley, W.Va. 


Dr. Miller Replies 


SIR: To some extent I agree with the strategy Dr. Ames hes 
proposed concerning how “psychiatry as establishment” migtt 
theoretically be a truly effective agency for social change. But 
beyond the theoretical, my coauthor and I were attempting t2 
say that in real life many forces coincide to mute our collective 
expression of social concern until such expression is almost ur- 
necessary. Others have already taken the risk, broken the 
ground, expanded the consciousness of the population, endured 
the hostility, and, in addition, enjoyed the human growth that 
comes with an honest and unafraid statement of what one sees 
and believes. 

We should not delude ourselves that we are "whatever is in 
our hearts." What we do and when we do it are also important. 


MILTON H. MILLER, M.D. 
Vancouver, B.C., Canada 


Cyclandelate and Improved Brain Function 


Sir: In the course of an ongoing study evaluating the effects 
of cyclandelate (Cyclospasmol) on presenile dementia, a 52- 
year-old male patient developed an acute paranoid psvchotic re- 
action. He first began to accuse other patients of trying to steal 
his money and then claimed the nurses were trying to poison 
him. Neurological examination, psychometric testing, and com- 
puter-based analysis of the patient’s electroencephalogram dur- 
ing the period of his paranoid state were essentially unchangec 
from those done prior to starting the patient on medication. The 
drug was stopped, and three days later no paranoid ideation was 
present. On questioning the patient’s wife it was learned that be- 
fore becoming severely demented the patient had been very jeal- 
ous and suspicious of her, frequently accusing her of extra- 
marital affairs. 

As cyclandelate is a vasodilator said to improve cerebral 
blood flow and since cerebral perfusion has been shown to be re- 
duced in dementia that is caused by primary neuronal degenera- 
tion as well as dementia caused by cerebrovascular dis- 
ease (1, 2), the emergence of paranoid behavior in this case 
raises the possibility that the paranoid state observed may rep- 
resent reactivation of a premorbid behavior pattern and thus 
may reflect a transient improvement in brain function rather 
than simply a toxic drug reaction or a behavioral response to 
the stress of hospitalization—as was initally thought. 
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Drug Abuse as a Coping Mechanism 


SIR: For the past three years I have been involved in training 
the personnel of crisis centers, hotlines, and emergency psychi- 
atric services in handling drug abuse cases. The one part of my 
presentations that has brought me the most flack has gone 
something like this: 


When a parent comes to you with his drug-abusing teen- 
age son or daughter, it is the parent, not the child, that is 
most likely to be in a state of crisis and in need of immedi- 
ate intervention. The child probably feels considerable 
stress in the confrontation with his parent but is probably 
not in as serious a state of disequilibrium as the parent. 
The child was in a crisis, but he has found a coping mecha- 
nism—drugs. When the pressure is too great, the depres- 
sion too deep, the anxiety too severe, relief is only a couple 
of pills or an injection away. The drug-dependent person is 
engaging in self-medication. If he weren't strung-out on 
dope, he would be neurotic, psychotic, violent, deviant, or 
whatever he is defending against. Take the drug away and 
you just have the other hidden problem. You have to deal 
with both. Change the medicine or teach the abuser to live 
without psychopharmacological aid, but don't treat the 
drug as the problem or even as the symptom because in 
most cases it is really the self-applied Band-Aid. 


Frankly, that little talk and the discussion that followed used 
to get me into conflict with an unbelievable number of mental 
health professionals, legal professionals, and other profes- 
sionals and nonprofessionals. Dave Wellisch pointed me to a 
little supportive documentation in his paper on the psychotic 
heroin addict (1), and I also found some support from Zimmer- 
ing and associates in their study of the relationship of heroin ad- 
diction to problems of adolescence as a critical period in devel- 
opment (2). Ann Singer's recent article on the mothering 
practices characteristically found in addicts’ backgrounds also 
seems compatible with such an interpretation (3). 

Despite this smattering of supportive documentation, I felt 
that I had little hope of getting any substantial acceptance of 
my wild idea that drug abuse was a coping mechanism even if I 
finally got it in print. Now I find that not only am I not alone in 
this idea but that the American Journal of Psychiatry is willing 
to publish this theory in the article by Drs. Khantzian, Mack, 
and Schatzberg on “Heroin Use as an Attempt to Cope: Clini- 
cal Observations" (February 1974 issue). I no longer feel alien- 
ated and anomic. Thank you for publishing what must be as 
controversial a concept elsewhere as it is in Texas. 
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Te Ethics of “Psychiatric Profiles" 


ee 


Sie In the January 13, 1974, issue of Parade magazine, a 
Chupph ment to many national newspapers, there appeared an ar- 
ticle based on a book by Dr. Eli Chesen that was alleged to be a 
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psychiatric profile of President Nixon. 

Psychiatric profiles are often justifiable for historical reasons 
when they are performed on deceased persons or in an attempt 
to solve a crime when no other methods of obtaining vital infor- 
mation are available. However, we feel that psychiatric profiles 
done on living political figures without examining the person or 
examining the psychiatric evaluations done on the person by 
others is in fact character assassination and sets a dangerous 
precedent. If this activity continues it is foreseeable that in fu- 
ture elections competing politicians could use psychiatrists to 
create psychiatric profiles on their opponents indiscriminately. 
This would not only be unethical but such "profiles" would lack 
any scientific validity. 

We feel strongly that it is unprofessional and unethical to 
publish psychiatric opinions on any person without examining 
the person or, at the very least, examining confidential psychiat- 
ric records done by other professionals. The Parade ‘“‘psychiat- 
ric profile" is in our opinion similar to actions taken against 
Barry Goldwater during his election campaign against Lyndon 
Johnson, which were widely condemned at that time. We there- 
fore recommend that on behalf of its members the American 
Psychiatric Association adopt a policy of declaring this kind of 
behavior to be unethical. 


WILLIAM R. KAMMERER, M.D. 
RICHARD A. SLAWSON, M.D. 
National City, Calif. 


The Adult Hyperkinetic 


SIR: My epidemiological studies on behavior disorders and 
learning disabilities (1, 2) have led me to speculate about the 
adult hyperkinetic patient. Over ten years ago, in desperation, I 
treated one adult diagnosed as schizophrenic who had a rather 
typical childhood history of hyperkinesis with amphetamine— 
with surprisingly good alleviation of his most bothersome 
symptoms of impulsivity and emotional overreaction. Last 
summer I began looking in earnest for such patients. In my 
work as consultant at Spring Lake Ranch, a therapeutic com- 
munity, [ was surprised to find many young adults who had 
been through prominent psychiatric institutions, had come to 
the ranch with the diagnosis of schizophrenia, but who showed 
few evidences of primary symptoms of schizophrenia and who 
had responded poorly to phenothiazines. These patients did 
show typical childhood histories of hyperkinesis. | have begun 
treating these patients with imipramine hydrochloride 
(Tofranil), since this minimizes the potential of drug abuse, and 
have seen definite reduction of impulsivity and emotional over- 
reaction. : 

Some rather wild extrapolations from existing epidemiologi- 
cal work lead one to speculate that one out of every nine people 
identified as hyperkinetic in early childhood will be totally psy- 
chiatrically disabled as an adult, and perhaps another two will 
be seriously handicapped (3). To what extent this outcome can 
be ameliorated by pharmacotherapy instituted in adult life is 
unknown. I believe it warrants careful exploration. In a recent 
NIMH workshop on drug treatment Dr. Leon Oettinger re- 
ported on some hyperkinetic children he has maintained on 
medication into adulthood (4), and Dr. L. Eugene Arnold and 
associates also recently reported such a case (5). Since the drugs 
most commonly used for children—amphetamines, methyl- 
phenidate, and imipramine—are not interchangeable, the same 
may be true for adults. At this point I could not speculate on 
optimal dosage. However, I have been able to obtain a notice- 
able response with only 50 to 75 mg. of imipramine a day or 20 


mg. of methylphenidate three times daily. 

Improved self-control, control of temper outbursts, greater 
thoughtfulness, increased perseverance, and decreased impul- 
sivity can be achieved in some of these patients. To what extent 
an amelioration of these basic symptoms of hyperkinesis will al- 
low the learning of new patterns of relating remains to be seen. 
It is my hope that many clinicians will involve themselves in 
thoughtful research in this regard. I believe these patients may 
be what Dr. Lauretta Bender many years ago referred to as 
pseudopsychopathic schizophrenics. 
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*Dying with Their Psychiatric Rights On" 


SIR: When Dr. Darold Treffert's letter soliciting cases of 
patients ‘dying with their rights on" first appeared (September 
1973 issue), 1 was tempted to reply to Dr. Treffert on a variety 
of fronts. Ultimately | decided that he and I were too far apart 
on too many issues, and I turned to other things. 

In the February 1974 issue of the Journal, however, the good 
doctor represents himself as a problem solver of some diligence. 
I would therefore like to describe for him and for your read- 
ership a problem of a patient's dying with her psychiatric rights 
on. 

My client was a severely depressed menopausal woman 
whose husband had recently divorced her and married another 
woman. Her children were away at college and evidently 
wanted nothing more to do with her. She tried to hang herself in 
a public park and was brought to Saint Elizabeths Hospital. 

Commitment proceedings ultimately led to a hearing before 


the District of Columbia Mental Health Commission—a panel . 


of two psychiatrists and a lawyer. The commission's function is 
to recommend to the court whether commitment or something 
less is required in a given case. 

At the hearing the patient’s-treating psychiatrist gave a 
rather comprehensive history, including the fact that elec- 
troconvulsive therapy (ECT) had been administered to this 
patient five years before and that it had cleared up a similarly 
severe depression, permitting my client to function successfully 
for the subsequent five years. 

A senior and very well respected member of the private psy- 
chiatric community happened to be at the hearing. As the evi- 
dence unfolded he turned to me and whispered, “IH they don't 
shock her again it would amount to medical malpractice." 

Finding my client to be a danger to herself the commission 
recommended commitment, and we subsequently talked to the 
Saint Elizabeths staff about the availability of ECT, since our 
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client expressed the desire to have it again. The reply was that 
ECT was merely a symptomatic treatment that was in- 
sufficiently understood and that this patient would have to come 
to grips with the sources of her illness by getting involved in 
psychotherapy of some kind, participating in the therapeutic 
community on the ward, taking medication of various kinds, 
etc. Furthermore, we lawyers were told, in effect, to get off the 
doctors' turf. ECT was denied. 

Within a week or so the patient eloped, jumped off a bridge, 
and died. With her psychiatric rights on, I suppose Dr. Treffert 
would say. 

Over the course of two years of representing mental patients 
day in and day out, I have grown weary of drawing morals. 1 
will not try to draw any here. My concern is simply that unlike 
death with one's legal rights on—which at least cannot take 
place unless pursuant to the law of the land, under judicial scru- 
tiny, and in a prcceeding that is part of the public process by 
which liberty is ordered, death with one's psychiatric rights on 
is Shrouded in "clinical impressions,” "medical judgment," the 
fact that psychiatry is an “art, not a science," and other similar 
equivocations. 

As far as I know, there has been no meaningful review by the 
medical professicn of this unfortunate death, nor does the 
mechanism for meaningful review of this sort of thing exist. 
Fewer people will die with their legal rights on when the body 
politic has a firmer assurance that its members are not sub- 
jected to deaths—living or otherwise—on the altar of the sanc- 
tity of one persons’s "clinical impression.” 


HERBERT M. SILVERBERG, J.D. 
Washington, D.C. 


A Request to Readers 


Sir: May I make use of your correspondence section in order 
to obtain some information from your readers? | am preparing 
a study of the grounds on which scientific Journals sort out good 
work from bad in the area of "nature-nurture" research. Ac- 
cordingly I would like to compare what a given journal has pub- 
lished on a particular nature-nurture topic with what it has re- 
jected on that topic. 

In particular I am interested to hear from scientists whose 
papers—in such areas as mental illness, personality, mental 
abilities, criminality, etc.—were initially rejected by one or 
more journals before being published elsewhere. For my pur- 
poses references to the papers in this category plus the name of 
the rejecting journal or journals wouid suffice; editorial letters 
of rejection, thouzh helpful, are not essential. Once this mate- 
rial is available I will analyze systematically and objectively the 
contents of rejected and published papers with the aim of infer- 
ring each journal’s criteria of acceptability. 

Copies of the znalysis will be made available to all partici- 
pants in advance of publication. l 


J.H. HarwooD, PH.D. 
Science Studies Unit, University of Edinburgh 
34 Buccleuch Place, Edinburgh EH8 9JT, Scotland - 


Salaried Versus Volunteer Faculty in Psychiatric Education 
SIR: In his letter on "Voluntary Faculty in Psychiatric Edu- 


cation” (July 1973 issue) Dr. Joseph Berger made some adverse 
generalizations about full-time faculty as compared with ‘‘vol- 
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, untary" faculty that should not go unchallenged. 

During my many years of teaching as a voluntary faculty 
member I have had close working relationships with dozens of 
full-time and half-time salaried teachers as well as paid and un- 
paid voluntary teachers. I have not found any particular com- 
bination of abilities, character traits, or motivations to be dis- 
tinctive of any one group. Moreover, I have found that my 
salaried colleagues have greatly valued the varied contributions 
of voluntary teachers, including their contributions to policy 
making and faculty hiring in departments of psychiatry. 

I have yet to see salaried teachers pushing out voluntary 
teachers in psychiatric education, however strong this trend 
might be in other areas of medical education. 

Dr. Berger’s concern might be more realistically applied to 
the serious funding crisis in medical (including psychiatric) 
teaching and research. We need more, not fewer, salaried teach- 
ers. And we need more paid “voluntary” faculty if we are to ob- 
tain optimal teaching services fromi psychiatrists in private 
practice. 


H. RoBERT BLANK, M.D. 
White Plains, N.Y. 
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Dr. Berger Replies 


Siz: Dr. Blank's difficulties in coping with the straight- 
forward opinions of residents concerning full-time faculty ap- 
pear to confirm the view held by many people—that as the years 
go by many of those associated with administration become in- 
creasingly out of touch with residents' opinions and feelings. 

Dr. Blank feels it important to specify that he has not seen 
any salaried teachers push out voluntary teachers; indeed, this 
may be so. An important aspect of modern politics, as ex- 


 emplified by Watergate, is the clouding of responsibility so that 


someone convinced of inadequacies in a system finds it difficult 
to define precisely the origin of the inadequacies. I therefore ex- 
pressed no opinion on who is actually doing the pushing out. 
That there is a trend toward hiring purely full-time faculty Dr. 
Blank admits, and that in some centers outstanding voluntary 
faculty are being prematurely "retired" is indisputable. 

Dr. Blank's last paragraph raises the old issue of "can quan- 
tity plus money buy quality?" I believe most people feel that 
that issue has been resolved fairly satisfactorily. 


JOSEPH BERGER, M.B.B.S. 
Downsview, Ont., Canada 
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Separation: Anxiety and Anger, vol. II of Attachment and Loss, 
by John Bowlby. New York, Basic Books, 1973, 429 pp., 
$12.50. 


This is John Bowlby's second volume in a three-volume se- 
ries. Those who have studied volume I, Attachment, anticipated 
this new volume with eagerness, and it will not disappoint the 
theoretician, the researcher, or, most of all, the clinician. It is a 
thoughtful and insightful exposition of the process of separation 
and the anxiety and defense associated with it. The author’s as- 
sumptions in the context of Darwinian biology are rooted tn bi- 
ological concepts and based on prospective observation and 
clinical research reinforced by work from ethology, psychology, 
and psychoanalysis; they are elegant in their application to clin- 
ical facts. 

In his first volume, Bowlby considered the nature of the 
child’s tie to his mother. In this volume, he studies the repercus- 
sions of the failure of such ties and the resulting human sorrow 
and psychopathology. Children separated from their parents go 
through a sequence of protest, despair, and detachment. These 
responses are essentially related to a single process—separa- 
tion, anxiety, grief and mourning, and defense. Bowlby illus- 
trates the development of similar responses in nonhuman pri- 
mates and relies on the work of Hinde, Goodall, Harlow, 
Kaufman, and others to substantiate his finding that the 
aroused fear and anxiety occur in a wide array of animal spe- 
cies, including man. 

He summarizes his thesis: 


In the theory here advanced it is, of course, that very 
archaic heritage that is placed at the centre of the stage. A 
tendency to react with fear to each of these common situ- 
ations—presence of strangers or animals, rapid approach, 
darkness, loud noises, and being alone—regarded as devel- 
oping as a result of genetically determined biases that in- 
deed result in a "preparedness to meet real dangers." Fur- 
thermore, it is held, such tendencies occur not only in 
animals but in man himself and are present not only during 
childhood but throughout the whole span of life. Ap- 
proached in this way, fear of being separated unwillingly 
from an attachment figure at any phase of the life-cycle 
ceases to be a puzzle and, instead, becomes classifiable as 
an instinctive response to one of the naturally occurring 
clues to an increased risk of danger (p. 86). 


Thus, during the course of evolution, fear of separation has 
become an intrinsic part of man’s behavioral repertoire. In re- 
sponse to such fear behavior there are at least three distinct fea- 
tures: immobility, increased distance from one type of object, 
and increased proximity to another type of object. In the latter 
two, there is flight from the feared object and movement toward 
a haven. In essence, such behavior is nothing more than attach- 
ment behavior to avoid danger and return to the attachment fig- 
ure. 

Fear in children may be different for different age groups; it is 


intensified when the child is alone. Many of these fears continue 
throughout life. Fear of the darkness and of being alone in a 
strange situation arouses anxiety in everyone. The presence of a 
companion changes the situation considerably. Thus, as the 
child grows (and by 12 months his cognitive equipment, consis:- 
ent with the theories of Piaget, develops sufficiently so that he 
can organize behavior not only for attachment but for with- 
drawal from danger), he becomes capable of forecasting dan- 
gerous situations. 

Although such behavior may have instinctive components, 
learning is necessary if it is to develop as part of individual char- 
acter in its diverse manifestations. Constitutional variables mav 
affect such learning, but experience has increased the suscepti- 
bility to fear. 

The importance of the attachment figure judged to be helpful 
and responsive and of his response to calls for protection be- 
comes paramount in Bowlby's theory of development. When 
such a figure is available, the individual will learn that he can 
deal with alarming situations and that when he needs help he 
may seek it without hesitation, feeling of anguish, or humili- 
ation. Where chronic anxiety has developed, the individual hzs 
learned that his zttachment figures are unlikely to be available 
or responsive in a warm and consistent manner to allow learn- 
ing to take place. These phenomena are often seen by the clini- 
cian who has studied the family along with the child in such dis- 
orders as childhood autism, where attachment exists hardly at 
all, and in the character and neurotic problems seen in children 
and adolescents, where early attachment is distorted. Such ex- 
periences lead to what Bowlby refers to as "anxious attach- 
ment." Children who are reared without an attachment figure, 
in an environment in which they are threatened wita abandon- 
ment for disciplinary purposes, or where there a-e frequent 
family quarrels associated with threats of a parental figure leav- 
ing may not only become insecure individuals but also suffer 
disturbed personality development. 

Bowlby presents two interesting chapters on the phobias of 
childhood and agoraphobia in adults, illustrating through these 
phenomena how the theory of anxious attachment may be ap- 
plied to such clinical circumstances. He reevaluates the case of 
Little Hans in this light and places greater emphasis than did 
Freud in his classical description on the clinical phenomena of a 
separation around the birth of a younger sibling and the use of 
threats of abandonment as discipline. 

Bowlby poignantly calls attention to what many who have 
worked intensively with parents and their disturbed children 
have discovered, that is, that blame ts not a helpful clinical tocl. 
Parental behavior is best understood through knowing the expe- 
riences of the parents in their own developmental years. Those 
who received no love have little love to give. Those who were 
psychologically and physically beaten batter in return. This of 
course has therapeutic implications, since the family environ- 
ment in which a child lives and grows tends to remain relatively 
unchanged. Those who have worked with disturbed children 
have come to realize that when a child’s disorder ts due to con- 
flict, an attempt to relieve symptoms by means of psychother- 
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apy without a simultaneous effort to change the family environ- 
ment by means of therapy for each parent is often more 
difficult, fruitless, or transitory. 

In the last section of the book Bowlby discusses the growth of 
self-reliance. He postulates three conclusions: 


The first is that whenever an individual is confident that 
an attachment figure will be available to him when he de- 
sires it, that person will be much less prone to either intense 
or chronic fear than will an individual who for any reason 
has no such confidence. The second . .. [is] that confidence 
in the accessibility and responsiveness of attachment fig- 
ures, or a lack of it, is built up slowly during all the years of 

. immaturity and that, once developed, expectations tend to 
persist relatively unchanged throughout the rest of life. The 
third postulates that expectations regarding the availability 
of attachment figures that different individuals build up are 
tolerably accurate reflections of the experiences those indi- 
viduals have actually had (p. 359). 


Bowlby presents the reader with a bonus at the end of his 
book that consists of a review of the literature on separation 
anxiety and two brief essays. In one of these essays, on psycho- 
analysis and evolution theory, he implores classical analysis to 
recast its theory to take into account modern evolution theory 
in a Darwinian perspective. Otherwise, he states, it will remain 
permanently *beyond the fringe of the scientific world" (p. 
403). The other essay is a plea for more definitive terminology 
in our field. 

We are indebted to this gifted theoretician for a challenge to 
our traditional beliefs. His first two volumes are now complete. 
They deserve the attention of all scientists and clinicians in the 
field. We eagerly await his third volume, Loss. The devel- 
opmental theoretician, the child psychiatrist, and the practicing 
physician may all benefit by his insights as have students of his 
work over the past decades. There are clinicians who have la- 
bored in work with families who have recognized these concepts 
and are familiar with them. Clinical research as described in 
this work validates the need for more such clinical studies: “The 
long-held feeling by some of us that clinical work with each 
patient thoroughly enough performed and recorded as a piece 
of research in a larger program of clinical inquiry can then be 
confirmed as a warranted scientific statement" (1, p. 301). 

Bowlby has not only written with excitement and clarity a 
scientific statement, but he also arouses the interest and curios- 
ity of clinicians to further develop hypotheses from their clinical 
work to challenge “sacred cows" and to advance our knowl- 
edge. For this we are in his debt and await the final portion of 
this fundamental study. 


REFERENCE 


1. Szurek SA, Philips I: Clinical work and clinical research as scien- 
tific inquiry: five conceptual barriers to clinical science, in Clinical 
Studies in Childhood Psychoses. Edited by Szurek SA, Berlin IN. 
New York, Brunner/Mazel, 1973, pp 278-302 


IRVING PHILIPS, M.D. 
San Francisco, Calif. 


Mental Illness in Later Life, edited by Ewald W. Busse, M.D., 
and Eric Pfeiffer, M.D. Washington, D.C., American Psychiat- 
ric Association, 1973, 293 pp., $9.00; $7.00 (paper). 


This volume was edited by two outstanding psycho- 
gerontologists from the faculty of Duke University, itself justly 


728 Am J Psychiatry 131:6, June 1974 


famed for its Center for the Study of Aging and Human Devel- 
opment. One of the early centers of its kind, it is perhaps the 
best known. The book, aimed at the practicing physician, sets 
out ostensibly to provide a foundation of psychogeriatrics upon 
which to build additional gerontologic knowledge. While this 
aim is accomplished, the book is much more than a primer. No 
one talks down to anyone else, and the clinician who reads it 
and who already is capable of handling the physical problems of 
the elderly will glean some knowledge of the nuances attendant 
upon the geriatric specialty and will be better able to handle 
some of the tangled emotional problems that the elderly 
present, 

Historically, professional interest in the older age group was 
concerned mostly with matters of food, finances, and shelter, 
i.e., matters of subsistence. Now that these physical needs gen- 
erally are at least partially met, the emotional and mental as- 
pects of the problems of this group require attention. Growing 
old is one of the most difficult tasks in human development and 
in fact human nature seems to rebel against it. There is little 
benefit to the saving of peoples' lives if their later years are to be 
spent in isolation with feelings of uselessness, to say nothing of 
their ending ingloriously in senile psychosis. 

The writers of the various chapters of this book present the 
reader with practical advice about everyday problems. The 
chapter headings range from the problem of “Interacting with 
Older Patients” through the social, psychological, and physical 
aspects of aging along with their relationship to mental func- 
tioning. Other chapters, titled "Special Diagnostic Proce- 
dures—The Evaluation of Brain Impairment,” “Ambulatory 
Treatment of the Elderly,” and “Mental Disorders in Later 
Life," are contributed by different authors, all of whom are well 
informed in their subjects. 

A special feature of the book is found in part 2, wherein a 
number of the questions asked most frequently about the care 
of older individuals are posed and answered by an array of pro- 
fessionals of different persuasions. The questions asked are 
practical; the answers given are authoritative. 

Overall this is a most useful book and is highly recom- 
mended. The price is kept within bounds by the fact that the se- 
nior author subsidized it from the special fund furnished him as 
President of APA. The reader who arms himself with this vol- 
urne, directed toward the physician, and with the book by Butler 
and Lewis, which is of general interest and which is reviewed be- 
low, will have a first-class working knowledge of the day-by-day 
handling of the elderly patient and his family and others who 
deal with him—a particularly desirable accomplishment in the 
present culture. 


F.J.B. 


Aging & Mental Health: Positive Psychological Approaches, dy 
Robert N. Butler, M.D., and Myrna I. Lewis. St. Louis, CLV. 
Mosby Co., 1973, 289 pp., $5.95. 


Shamefacedly, the Editor confesses that he has been holding 
this book, savoring it, and referring to it and, in so doing, has 
been forgetting his duty as a reviewer. It should have been re- 
viewed long since, for it is an excellent work and is written with 
knowledge, authority, and compassion. One cannot ask for 
more than that in a book on aging. 

The authors have had long experience and, as Arthur S. 
Fleming, Chairman of the White House Conference on Aging, 
notes in the foreword, the number of older persons who are al- 
ready indebted to Dr. Butler for his previous work will increase 


sharply as the result of the decision of these authors to write the 
book. 

The work is comprehensive without being ponderous. It is 
free of jargon and can be read not only by all professionals who 
deal with elderly folks but also by interested old folks them- 
selves. 

All seven chapters of part 1, from the first, which asks, "Who 
Are the Elderly?” to the seventh, which considers older people 
and their families, cover adequately its subject, Nature and 
Problems of Old Age. Not only are the sick dealt with, but that 
myriad of old folks living alone or with their families are com- 
mented upon in especially knowledgeable fashion. Special con- 
cerns, such as sexism, racism, retirement, sexuality, etc., are all 
brought under scrutiny. 

Part 2 of the work, titled Evaluation, Treatment, and Pre- 
vention, begins with a discussion of general treatment principles 
and continues with a particularly noteworthy chapter titled 
“Diagnostic Evaluation: How to Do a Work-Up.” This is in- 
deed valuable in the light of the requisites of good medicine and 
the requirements of third-party payers, to say nothing of pos- 
sible legal problems that might arise. This particular outline 
will be valuable not only to psychiatrists but also to family phy- 
sicians and record keepers in hospitals and nursing homes. 

One chapter that will appeal to everyone is “How to Keep 
People at Home." It considers what should be done, what can 
be done, and what should not be done. This is particularly im- 
portant because of the present disfavor in which institutions are 
held, some of it just, some of it unjust. One can imagine, how- 
ever, the vast number of people who have an aged parent in the 
home and how they might welcome a sensible professional opin- 
ion on the problems they have or might have in everyday deal- 
ings with them. 

One could go on describing chapter after chapter, but there is 
no need to rewrite the book. It stands on its own. The appen- 
dices cover the literature, organizations pertaining to the el- 
derly, government programs, grant programs, and a bibliogra- 
phy of the literature concerning staff education material for 
work with older people. 

Since this book is reasonably priced and literate, one cannot 
help but wonder whether it might not become a vade mecum for 
dealing with the elderly. One cannot help, either, but to think of 
Spock at one end of the scale and Butler and Lewis at the other. 
No need to comment upon what Spock has meant to young 
mothers— perhaps this book might mean as much to those chil- 
dren he helped to raise and who now face a different problem. 


F.J.B. 


Advances in Psychosomatic Medicine, vol. 8: Psychosocial As- 
pects of Physical Illness, edited by Z.J. Lipowski. New York, S. 
Karger, 1972, 275 pp., $18.00. 


This volume of Advances in Psychosomatic Medicine may be 
warmly recommended. Not only is it a valuable source book on 
the psychosocial aspects of physical illness, it also serves to de- 
lineate the boundaries of a field that is still in its infancy. In 
many respects the volume provides an excellent overview of 
what I have elsewhere referred to as the missing dimension in 
medical education. As such it provides a challenge for those 
who are secking definition of what should constitute the basics 
of the behavioral science education of the medical student (1). 

The volume is divided into three major sections. Richard 
Rahe of San Diego and Arthur Schmale of Rochester contrib- 
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ute two splendidly complementary papers to part 1, Psycho- 
social Determinants of Illness Onset. Rahe summarizes the 
background of the derivation and scoring of his now familiar 
Schedule of Recent Experience questionnaire (SRE) and illus- 
trates its application for the prediction of near-future illness. He 
brings further documentation to support the validity of the con- 
cept that the period of adjustment to life change is accompanied 
by increased vulnerability to illness. Schmale's paper, "Giving 
Up as a Final Common Pathway to Changes in Health," exam- 
ines in a lucid fashion those aspects of the response to life 
change which are most likely to be implicated in this altered 
vulnerability. He emphasizes that virtually every life change to 
a greater or lesser extent involves giving up some external grati- 
fication or some internal goal and until these are successfully 
given up and replaced by suitable new and acceptable gratifica- 
tions or goals, the individual is susceptible to giving-up reac- 
tions, helplessness or hopelessness, and the related biological 
mechanisms of conservation-withdrawal. This formulation suc- 
cessfully incorpcrates both psychological and biological vulne:- 
abilities and hence provides a promising model for further re- 
search. This paper is the clearest and most up-to-date 
exposition of the views that Schmale has been evolving for al- 
most 20 years. 

Part 2, Psychological Responses to Iliness: Their Determi- 
nants and Modes, begins with Kahana's chapter, "Personality 
and Response to Physical Illness,” which emphasizes how un- 
derstanding of personality types may help the physician com- 
prehend and deal with patients’ reactions to illness. Shontz, a 
psychologist, develops and tests a theoretical model to study the 
variety of forces that push a patient toward or away from treat- 
ment. Cassell's chapter, "Individual Differences in Somatic 
Perception: A Projective Method of Investigation," gives pre- 
liminary data on a newly developed projective technique using 
pictures that have various degrees of anatomical content. 
Kiely's discussion, “Coping with Severe Illness,” and Korn- 
feld's chapter, "The Hospital Environment: Its Impact on the 
Patient" (actually in part 3), touch on some of the psychological 
issues involved for the seriously ill patient, especially in rela- 
tionship to the complex technology and organization that char- 
acterize the modern hospital. Verwoerdt’s consideration of 
"Psychopathological Responses to the Stress of Physical Ill- 
ness” offers an excellent treatment of the type and intensity of 
these reactions, adaptive or maladaptive, which he groups into 
three categories: stresses pertinent to the physical illness per se; 
characteristics of the "host"; and situation factors. He provides 
an excellent comparison of coping behaviors and defense mech- 
anisms. Imboden addresses himself to “Psychosocial Determi- 
nants of Recovery" and discusses the- factors involved in the 
transition from the customary social role to the sick role, the 
adjustment to the sick role, and the factors involved in relin- 
quishing the sick role. 

Part 3, The Patient and His Environment, includes an ex- 
cellent critical discussion of the concepts of the sick role and ill- 
ness behavior by the sociologist Twaddle. Waitzkin, a sociolo- 
gist, and Stoeckle, an internist, in their chapter ‘‘The 
Communication of Information About Iliness: Clinical, Socio- 
logical, and Methodological Considerations," make a strong 
case for the doctor-patient relationship as a major focus of 
study by social scientists in medicine. This paper offers a selec- 
tive and critical review of research on one aspect of the doctor- 
patient relationship, the communication of information abcut 
illness. They hypothesize an association between the transmis- 
sion of information about illness and several independent vari- 
ables involving physician characteristics, patient character- 
istics, and situational characteristics. Zola, another sociologist, 
reviews some of the issues involved in the decision to see a doc- 
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tor. Finally, Clara Livsey makes a case for the study of the fam- 
ily as an indispensable frame of reference to understand how to 
help families cope with physical illness in their midst so as to 
ensure optimum recovery of the sick individual and safeguard 
the integrity of his family. 

General discussions are provided by Robert Ebert, Dean of 
the Harvard Medical School, and W.B. Spaulding, Professor of 
Medicine at McMaster University, Hamilton, Ont., Canada. I 
was particularly interested to see how the Dean of the Harvard 
Medical School would answer his own question, “What do we 
do about the psychosocial aspects of illness?" Unfortunately, 
while embracing the importance of the need for education in 
this area, he nonetheless tends to perpetuate misconceptions 
that in fact may constitute insuperable obstacles to mounting 
the effective educational programs that he advocates. In effect, 
like so many other educators, he falls back on a sentimental 
nostalgia which imagines that physicians of bygone, less com- 
plex times not only knew more about their patients but were 
able to use such knowledge effectively in their patients’ behalf. 
Such a view relegates the entire field to the exercise of intuition, 
a dangerous precept, which in effect denies that valid scientific 
methods and a sizable body of relevant knowledge have evolved 
since the era he refers to, as this volume attests. Unless the phy- 
sician of tomorrow is familiar with these developments and is 
equipped with the clinical skills to make use of such knowledge 
he will be no better off than were his predecessors, who doubt- 
less more often than not had the wrong information and mis- 
used what they had. 

Ebert acknowledges that the education of the physician in the 
psychosocial aspects of physical illness will be effective only if 
the student sees the knowledge put to use in a clinical setting. 
But what must be the student’s preparation before he can begin 
to apply this knowledge? Indeed, what knowledge must he first 
have and what skills must he first achieve? The basic tools used 
by the physician, i.e., clinical observation (especially the inter- 
view), clinical reasoning, clinical judgment, and clinical decision 
making, are all basically psychological in nature. So, too, the 
effective performance of a physician requires appreciation of 
the psychosocial aspects of the doctor-patient relationship and 
the communication of information. How to accomplish such 
education is a challenge that remains to be met in our medical 
schools today. 

Finally, a brief comment on Spaulding’s excellent discussion 
is called for. He states, "Emphasis in psychosomatic research 
has shifted, in large measure, from studies of personality devel- 
opment and its influence on patterns and types of diseases to 
more immediate environmental influences on illness.” If this 
shift in emphasis forecasts a decline in interest in how the envi- 
ronment impinges on individuals, who in turn respond psycho- 
logically in ways determined by their previous developmental 
experience (biological and other), then progress in our field will 
be delayed. A more encouraging statement would have empha- 
sized that our knowledge of personality development has now 
evolved to the point that studies of the environment and the in- 
dividual’s transactions with his environment are becoming in- 
creasingly fruitful. To overlook the individual and his person- 
ality, upon which environmental changes are impinging, is a 
dead end. It is in this right that the Rahe and Schmale papers 
are so effectively complementary. 
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In a Darkness, by James A. Wechsler. New York, W.W. Nor- 
ton & Co., 1972, 160 pp., $5.95. 


Many recent books have portrayed a personal struggle with 
mental illness or have used psychopathological phenomena as 
the raw materials for novels. Such books have often made a pri- 
vate emotional crisis into a platform for a public (with paper- 
back and movie rights) confessional. In a Darkness by James 
Wechsler, with Nancy Wechsler and Holley Karpf, is not one of 
these. Very different indeed, it is a cry of agony, eloquently ar- 
ticulated by the sophisticated father, mother, and sister of a 
young man who committed suicide in 1969 after many years of 
mental illness and psychiatric treatment. 

Small as the book is, it confronts us with many profound is- 
sues about the nature and practice of our work. It suggests 
many more questions than it specifically poses, but in this brief 
review I can only sketch in some of them. 

The title is meant to define the feelings and indeed the condi- 
tion of the family during the time of the young man's illness. 
And it does. For a decade after he became ill at the age of 16 or 
17, the young man was involved in treatment provided by a va- 
riety of psychiatrists, unidentified but presumably first-rate. He 
nevertheless became sicker by the year, and in the end took a le- 
thal dose of barbiturates. During all of this the family felt them- 
selves to be essentially outside the treatment situation, con- 
fused, worried, and frightened. In short, they were in an 
essentially inchoate emotional state and received no adequate 
support from the several therapists. They were tormented above 
all by their own incapacity to intervene usefully and seem to 
have felt somehow intimidated to remain in this state by the 
therapists. Thus the immutable sense of entrapped hopelessness 
that is the legacy of almost every suicide was excruciatingly and 
unnecessarily enhanced in the course of treatment. 

One cannot avoid raising all sorts of questions as to why this 
particular family, with all of its presumed intellectual, social, 
and professional resources, reacted as it did. (This possibly sug- 
gests at least one significant strand in the young man’s illness.) 
Equally unavoidable, the book documents the undeniable need 
for careful reassessment of the traditional privatism of individ- 
ual psychotherapy. Here is a case where such privatism pro- 
tected, or at least resulted in, poor communication among ther- 
apists as well as inadequate, even conflicted communication 
among therapists and family. Moreover, the case illustrates the 
necessity of regular, active, and thorough reevaluation of diffi- 
cult patients in very long-term (perhaps lifelong) psychotherapy 
from diagnosis to treatment plan to prognosis. 

This case also specifies with awful clarity how absolutely nec- 
essary it is to discuss the "natural course" of a disease with the 
family, especially if the disease is a profound one. Such dis- 
cussion may well enable them to develop realistic expectations 
about the patient as well as about treatment and thereby mobi- 
lize whatever emotional and psychological resources they may 
have. The Wechslers could not do this. In retrospect, it appears 
that in this case the illness was indeed profound and, further- 
more, not susceptible to treatment with “cure” or even allevia- 
tion as a realistic goal. At no time, apparently, was this clarified 
to the family. Without that they were at the mercy of in- 
explicable anxiety, self-recrimination, and guilt. Family feelings 
of this sort must surely in some measure be the proper responsi- 
bility of the therapist treating the patient. Family therapists 
would no doubt have volumes to say on this single issue. 

In spite of all the refinements in psychotherapy we have not 
yet made it an efficient process. But we are certainly capable of 
making it a more rational and comprehensible experience for 
the patient's family than it seems to have been for the Wechs- 
lers. Here we have only the family's tragic side of the story. It 


seems reasonable to assume that the therapists’ views would be 
different, especially with the insights of retrospection. One can 
readily share the concern and frustration of the therapists who 
tried in vain to help this young man. Nevertheless, there re- 
mained the subjective reality for the family. This was an-unde- 
fined and untreated entity during their son’s illness, a sad but 
not at all uncommon state of affairs. 

This powerfully moving book teaches all psychiatrists a fun- 
damental lesson. It reminds us yet again (why is it we still need 
reminding?) that if the therapeutic relationship is not basically 
and continuously a warm, compassionate, rational, and com- 
municative human encounter it really is not very much. With- 
out that, all the technical considerations about resistance, nega- 
tive transference, and other expressions of hostility become only 
denials, rationalizations of an essentially empty, nontherapeutic 
experience. | 


PRESTON K. MUNTER, M.D. 
Cambridge, Mass. 


Licit and Illicit Drugs, by Edward M. Brecher and the Editors 
of Consumer Reports. Boston, Little, Brown and Co., 1972, 593 
pp., $12.50. 


This book by Brecher and associates achieves an imaginative 
and extremely extensive review of the scientific, historical, legal, 
and sociological ramifications of mood-altering drugs. It may 
well provide our generation with a review as important as was 
The Opium Problem by Terry and Pellens in 1928 (1). 

The book discusses the sociology and the practical pharma- 
cology of all the major mood-altering drugs from licit nicotine 
and caffeine to illicit LSD and heroin. The authors have taken 
pains to listen to a wide panel of experts and they write in a 
lively, clear style that entertains as it educates. 

The book has an important and impressively documented 
thesis—society's efforts to control drugs are logical and they 
should work, but they do not. Efforts to publicly brand drugs as 
dangerous have increased their abuse. Efforts to legislate 
against their use have increased lawlessness and at times ac- 
tually have caused the drug's ill effects. Successful efforts to for- 
bid their use have led to the use of still more dangerous drugs. 
The authors see the solution as the legalization of most drugs of 
abuse or the substitution of less noxious agents—nicotine chew- 
ing gum for tobacco, methadone for heroin, pure licensed 
marijuana for the impure bootleg variety. Over and over they il- 
lustrate how our ambivalence toward drug abuse distorts the ra- 
tionality not only of the users but of those who discuss them. 
They cite as examples unfortunate headlines, i.e., "Could Be 
Fatal, Plane Glue Gives Kids a Kick." 

But this fine book should not be praised without cautioning 
the reader that its authors fall prey to the very irrationality they 
decry. First, Edward Brecher and his colleagues are journalists 
and depend for information upon the library and the interview, 
not upon real life. They never knew drug addicts or tried to 
treat them. The book lacks clinical sensitivity; the idea that 
poly-drug abusers might be unhappy or even self-lcathing per- 
sons escapes them. 

Second, they rearrange data to convince voters and legisla- 
tors rather than to present both sides. For example, I obtained 
data to document the fact that heroin addicts do recover (1); but 
my work is misrepresented in the book to support the authors' 
contention that heroin addiction is incurable. Third, in its un- 
critical support of methadone maintenance, the book is very 
one-sided. Lastly, the authors fail to address the biggest ques- 
tion of all-—how can society evolve controls that do work? Licit 
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as well as illicit drug use has doubled every decade for the last 
50 years. Modern man has learned to synthesize, to mass mar- 
ket, and finally to depend upon an ever-growing number of 
ways of altering consciousness. Chemical self-manipulation of 
the brain poses a problem too great to be solved by the unitary 
solution of Brecher and colleagues; control of drugs is almost 
always less effective than no controls. 

Drugs, however. like presidential politics, are rarely discussed 
without bias. These discussions reveal prejudice in us all. If I 
were allowed but two books on mood-altering drugs in my li- 
brary, Licit and Illicit Drugs is one that I would choose. Other 
reviewers have offered equally extravagant praise. 
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The Gestalt Approach & Eye Witness to Therapy, by Fritz 
Peris, M.D., Ph.D. Ben Lomond, Calif., Science & Behavior 
Books, 1973, 206 pp., $6.95. 


This book, unfor:unately marred by sloppy and careless edit- 
ing, is the last testament of Fritz Perls, one of the great gurus of 
the "new" psychotherapies, which proclaim their reliance on 
immediate experience and feeling in contrast to what they re- 
gard as the sterile intellectualizing of psychoanalysis. 

In the lectures that make up the first part of the volume, the 
principles underlying Gestalt therapy are enunciated; they turn 
out to be something of an eclectic stew lodged in a Gestaltist 
framework. A good deal of space is devoted to scornrul com- 
ment about the “older therapies," which do not appear to in- 
clude the interpersonal and culturist varieties but are pretty 
much only old-fashioned Freudianism. Perls sees all neurotics 
as sharing the same core problem whatever the superficial man- 
ifestations. The victim of a perpetual conflict between his social 
and personal aims, the scattered and fragmented self of Perls's 
neurotic lacks the resources to deal with the world as it actually 
is. He must rely instead on seeking environmental support with 
the aid of a number of standard neurotic mechanisms relabeled 
by Perls as '"bounda-y disturbances." 

The object of Gestalt therapy is to help the neurotic pleat to- 
gether this raveled self into a whole person. This is to be accom- 
plished not by encouraging a sterile and wearisome regurgita- 
tion of the patient's past conflicts and experiences but by 
bringing him to an awareness and an acceptance of his present 
self in all its richness and complexity, its strength and weakness. 
The emphasis is verv much on the here and now, on what the 
patient is doing with the therapist and with others in his envi- 
ronment. The patien"'s attention is directed insistently to what 
is obvious in his behavior, thus discouraging the fiction that 
whatever the patient is doing or saying always means something 
else. Much attention is paid to body language, and there are 
many essentially abreactive techniques in the form of psycho- 
drama and games. For Perls, like Freud, dreams are the royal 
road to therapy. These are dealt with by encouraging the patient 
to identify himself with and speak in the voice of all the contents 
of his dreams, which are seen as representing some hidden as- 
pect of the patient. 

The second part of the book consists of taped transcripts of a 
film that, despite the expectations aroused by the book's title, 
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are tapes of teaching rather than of psychotherapeutic sessions. 
These transcripts are disappointing, since the spectacle of ad- 
miring disciples figuratively clutching their throats and failing 
to the floor in admiration of the wisdom of the great master is 
not a very illuminating substitute for records of what goes on in 
actual therapy with those recalcitrant beings who make up the 
patient caseload of practicing psychotherapists. However, the 
transcripts do permit glimpses of Perls’s salty, often intuitive, 
and involving approach, which reinforces the judgment made 
from viewing films of him doing therapy that he was a talented 
therapist. 

What can be said about Gestalt therapy, at least judging from 
what 1s presented in this book? First, it seems to rely to a con- 
siderable extent on certain personal qualities of the therapist. 
He needs to be quick-witted, inventive, forceful, and something 
of a showman. Since qualities of this kind are unfortunately not 
universally present in all those aspiring to be therapists, it ap- 
pears that Gestalt therapy would suffer more from this lack 
than some of the slower moving, more patient therapies. The 
mind boggles at the picture of a pedantic and obsessive thera- 
pist attempting to apply the Perls technique literally. Second, 
Gestalt therapy, like both the Freudian and culturist psycho- 
analytic therapies, relies heavily on increased self-knowledge 
for its therapeutic effects. All of these therapies adhere to the 
classical Greek dictum that to know the good is to follow it, and 
they all espouse their own particular variety of the good. 

It is easy, if rather futile, for Perls to deride what the other 
therapies are trying to communicate to their patients. Like 
other innovators in the field he is convinced that the other fel- 
low's insight is lacking whereas his is potent. However, it can- 
not be ruled out that it may not be a question of the variety of 
insight entirely but rather of the whole notion of the change-in- 
ducing capabilities of increased self-knowledge, whether it is 
called insight or awareness. | 

Finally, the extravagant claims of "therapeutic miracles" in 
this book are no substitute for data about the effects of Gestalt 
therapy. Reliable outcome studies are notoriously lacking for 
all the psychotherapies, but at least the dismissed "older thera- 
pies" have been in business long enough to establish some kind 
of track record. Gestalt therapy appears to have the credentials 
to be accepted as a serious form of psychotherapy. However, 
unti] evidence of its superiority to the more traditional forms is 
forthcoming, the Gestaltists would do well to be more modest 
about their claims than they appear to be, judging from the 
somewhat hosanna-like atmosphere of this book. 


- PauL Cuopnorr, M.D. 
Washington, D.C. 


Psychodiagnosis: Selected Papers, by Paul E. Meehl. Minneap- 
olis, University of Minnesota Press, 1973, 323 pp., $14.50. 


The 13 papers collected in this volume, which includes two 
previously unpublished papers, have the issue of psychodiag- 
nosis as their unifying theme. As Dr. Meehl indicates in his 
preface, they do "possess a conceptual or methodological unity 
beyond mere specification of the diagnostician's task." Basi- 
cally, Dr. Meehl presents his arguments about the problems of 
diagnosis in psychiatry and clinical psychology, returning re- 
peatedly to his contention that "statements in clinical psychol- 
ogy should be behavior-relevant and need not be behavior- 
equivalent," If the clinician can truly accept this fundamental 


proposition, then the various elaborations of it, including the 


complex statistical techniques that are described in the later 
chapters of the book as methods for improving our “diagnos- 
tic" or classification skills, become fairly palatable to most cli- 
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nicians. The exceptions, of course, will always be present among 
those clinicians who insist that the “‘art” of psychodiagnosis, 
and, extending from this, of psychotherapy, is where the truth 
lies. 

In my opinion, Dr. Meehl is able to clarify the various activi- 
ties that go into psychodiagnosis as well as, or better than, the 
many other highly competent individuals writing in this field. 1 
suspect this stems from his broad experience with a **dust-bowl 
empiricism in the Minnesota tradition," and his long experience 
as a very skillful and successful clinician. In these papers, which 
culminate in a paper titled “Why I Do Not Attend Case Con- 
ferences," he delineates the areas where rigorous statistical 
methodology and where the clinician's unique talents in obtain- 
ing the necessary information for the process of classification 
can be used most appropriately. Unfortunately, I am afraid that 
the diehards at both ends of the spectrum will see or hear only 
that which either pleases or enrages them and will not come to 
grips with the complex, but, as Dr. Meehl clearly points out, 
highly rewarding task of trying to find the optimum mix of 
these two highly specialized skills. 

Dr. Meehl’s preface is especially noteworthy as a review of 
his concepts about these difficult issues. In the following 13 pa- 
pers, which culminate in the paper on the case conference, he 
builds a series of very powerful arguments in support of his con- 
tention that, in order to optimize his therapeutic efficacy, the 
clinician's task of appropriate classification of his patients re- 
quires both statistical and clinical empathetic interpersonal 
Skills. 

I believe that this book is a must for every student in person- 
ality theory or clinical psychology, and certainly should be re- 
quired reading for all graduate students in clinical psychology 
and for all psychiatric residents. Established clinicians in both 
disciplines will, I am sure, also find this rewarding reading and 
perhaps quite illuminating. While the going is a bit difficult in 
spots, Meehl writes with a delightful style and most of the read- 
ing is very enjoyable indeed. 


BERNARD C. GLUECK, M.D. 
Hartford, Conn. 


Drugs and Youth: The Challenge of Today, edited by Ernest 
Harms, Ph.D. Elmsford, N.Y., Pergamon Press, 1973, 237 pp., 
no price listed. 


It seems that an almost immoderate number of books are ap- 
pearing on drugs and youth or youth and drugs or under similar 
titles without offering much more than is generally appreciated 
as to the depth and difficulty of the drug problem. This is an- 
other such effort. This edition, like many of multiple author- 
ship, suffers from the unevenness of what is offered, which 
varies from fine to not fine at all. For example, there are 17 con- 
tributions, 5 of which could have been comfortably omitted. In 
addition, if the editor had stated the nature and scope of the 
problem once and for all in the beginning, much subsequent 
repetition could have been avoided. 

The numerous areas of drug abuse covered include types of 
drugs, effects on pregnancy, physical changes, pathology, psy- 
chopathology, social aspects, and withdrawal. 

The sections by Goode, Gay and Sheppard, and Trigg are ex- 
cellent, although it would have been helpful if Trigg had de- 
tailed barbiturate withdrawal a little further rather than sug- 
gesting more references. Brown's section on “The Religious 
Problematic of the Juvenile Addict" is well written, refreshing, 
and certainly a recommended discussion of the addict's making 
a religion of his habit. 


Harms stresses the individuality of the patient and lists four 
interesting, albeit possibly controversial, types of addicts whose 
drives to heroin differ: 1) the intellectual or rational type whose 
abuse results from conflicts “in thinking, empty speculation and 
professional problems’’; 2) the emotionally motivated, made up 
“mostly of women, artists, ‘poetical souls’ and strongly in- 
troverted individuals. They are emotionally adrift”; 3) the vo- 
litional type, which “includes lower-class youths with no in- 
tellectual or professional intentions or interests . . . they live on 
a primitive, volitional level. They are politically belligerent”; 
and, finally, 4) the “heroin head" or ego heroin addict who is to- 
tally submerged in addiction, more often past his teens, and 
"cannot function on a primitive level in any respect “unless un- 
der the influence.’ " Most in this lattermost group “vegetate 
and are able to exist outside institutions only if they have inde- 
pendent means." 

Dr. Harms also concludes that what is needed is “intensive 
psychological reconstruction of the basic function of person- 
ality." This is often a harder need to fault than to accomplish, 
at least in the span of an average-lived therapist. 


JACKSON A. SMITH, M.D. 
M ay wood, lil. 


Letters to Simon: On the Conduct of Psychotherapy, by IH. 
Paul. New York, International Universities Press, 1973, 341 
pp., $12.50. 


In a series of letters Dr. Paul, a psychologist and psycho- 
analyst, writes to his fictional nephew Simon, an aspiring psy- 
chotherapist, about the technique of psychotherapy. A partial 
list of topics includes interpretation, timing, silence, listening (a 
beautiful letter), caring, the stages of psychotherapy, and coun- 
tertransference. This format is lively and personal, but occa- 
sionally it is superficial and patronizing. 

Dr. Paul's central theme is how to foster the patient's ego au- 
tonomy. The therapist must be scrupulously objective and not 
direct the patient in any way. This provides a safe, caring person 
to whom the patient articulates his fearful wishes and thoughts, 
which leads to responsibility for them and thereby to a strength- 
ened ego. Primarily, Dr. Paul interprets what the patient hides 
from himself and believes that this is the best way to increase 
ego autonomy. 

Dr. Paul feels that some aspects of the treatment situation it- 
self infringe on the patient's autonomy. Thus, he recasts the 
usual Freudian instruction for the patient to say everything that 
comes to mind to “Tell me the things you want. ... It’s up to 
you" (p. 13). However, Dr. Paul does not sufficiently discuss 
those patients who might use this instruction defensively, de- 
spite interpretation. The basic attitude of the therapist seems 
more important than the wording of the basic instruction to the 
patient in fostering ego autonomy. Dr. Paul also believes that 
questions direct the patient's thoughts and therefore eschews 
them. 

Dr. Paul calls his approach Psychotherapy (italics and capital 
his). It is unnecessary to introduce a new term, particularly a 
generic term used ambiguously, for what is essentially psycho- 
analytically oriented therapy with overtones of Kaiser and exis- 
tentialism. 

It would have been useful if Dr. Paul had more extensively 
discussed for which patients this method is best or least suitable. 
It is also a limitation that he does not spell out literature 
sources for specific points. For example, his goal is “to restore 
and secure an optimum balance between the great agencies that 
determine and control behavior" (p. 15). If by "great agencies" 
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he means id, ego, and superego, this is little different from Anna 
Freud's goal, “to acquire the fullest possible knowledge of all 
the three institutions of the psychic personality ... and to 
learn...their relations to one another and to the outside 
world" (1, p. 4). 

One source that Dr. Paul does acknowledge is The Screwtape 
Letters (2), a whimsical instruction about how to be a religious 
person. To carry through on this religious theme, it is enticing 
to speculate whether or not there is a connection between Dr. 
Paul's letters, the epistles from the Apostle Paul, and the rela- 
tionship between the Apostles Paul and Simon Peter. Dr. Paul 
counsels the novice Simon to have faith in his work; he may be 
addressing those students who prematurely look for the seem- 
ingly easier answers of other methods. 

For students at all levels who do not have a knowledgeable 
uncle this book is a good explication of a significant point, ego 
autonomy, although it doesn't break new ground. It also reveals 
in rich and useful detail how one therapist practices psychother- 


apy. 
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Male and Female Homosexuality: A Comprehensive Investiga- 
tion, by Marcel T. Saghir, M.D., and Eli Robins, M.D. Balti- 
more, Williams & Wilkins Co., 1973, 335 pp., $11.95. 


As stated by the authors, the primary objective of this work is 
to provide “a descriptive presentation of the behavioral mani- 
festations and correlates of homosexuality.” In terms of this 
well-delineated objective the authors succeed well. While the 
word "comprehensive" is somewhat misleading in the title, this 
book is important because it does add to the fund of objective 
data in an area that is colored by subjective opinion and prej- 
udice. 

This study is notable in that the authors deal with both male 
and female homosexuals and do so in a way that allows not only 
direct comparison .between homosexual and heterosexual 
groups but also comparison between male and female homosex- 
ual behaviors. It is unique in terms of its sociological and be- 
havioral description, especially with regard to female homosex- 
uality. Readers mav recognize that the book is a compilation of 
much of what the authors have published before on the subject 
in the American Journal of Psychiatry and Archives of General 
Psychiatry. 

The authors are careful to define the methods employed in 
the study and to operationally define ambiguous terms that are 
used. Early in the book they discuss the lack of representa- 
tiveness of their homosexual samples and some of the diffi- 
culties inherent in attempting to match homosexual and hetero- 
sexual groups. Most of these difficulties center upon the 
problem of obtaining a homosexual group that is somewhat 
representative of the general homosexual population. 

In this study the authors rely upon homosexual individuals 
(nonpatients) from the metropolitan areas of Chicago and San 
Francisco who belong to well-known homosexual organizations 
such as the Society for Individual Rights (SIR) and the 
Daughters of Bilitis. The authors are well aware that these peo- 
ple may not be a representative group and commendatly limit 
their generalizations accordingly. However, one wonders about 


Am J Psychiatry 131:6, June 1974 733 


BOOK REVIEWS 


the selection of control subjects. All controls were selected from 
a single 500-unit apartment complex in St. Louis, Mo., a city 
that has a high proportion of Roman Catholics. Any compari- 
sons, between experimental and control groups may have even 
more limited validity. While it probably would have been more 
difficult, the control subjects should have all lived in the same 
geographic areas as the experimental subjects. Ín addition, 
since the homosexual groups did not all come from the same 
apartment complex, the study would have been better served 
if control subjects had also come from a variety of residences 
and lifestyles. 

Throughout the book the authors show remarkable restraint 
in putting forth their own theories concerning the etiology of 
homosexuality. They manage to maintain a relatively neutral 
and nonjudgmental position in terms of homosexuality as an 
automatic indicator of psychopathology. From a research point 
of view, readers of the book might well have profited from a 
more complete description of interviewing techniques and the 
inclusion of questionnaires used in the study. 

The final paragraph of the text adequately sums up both the 
position of the authors and the conclusion of this work: 


In the final analysis, homosexual men and women come 
out to be somewhat different from the majority of the pop- 
ulation of men and women at large in their sexual prefer- 
ences and the behaviors related to such a preference. Still, 
in most other ways they are not so different but rather 
strikingly similar in their patterns of behavior that are not 
necessarily sexual. Both scientists and legislators would do 
well to keep this in mind. Our data and data from other 
sources support the idea that to be a homosexual is not 
necessarily to be sick or disordered but perhaps just differ- 
ent, 


JOHN E. CROWDER, M.D. 
Orange, Calif. 


Splitting: A Case of Female Masculinity, by Robert J. Stoller, 
M.D. New York, Quadrangle Books, 1973, 395 pp., $9.95. 


One of the avowed purposes of this book is to add to psycho- 
analytic theory from the findings of early gender identity for- 
mation. In spite of the discovery of the psychodynamic sources 
of human behavior, Dr. Stoller faults his analytic colleagues for 
not publishing a single psychoanalytic report in which the data 
have preceded the conclusions. The detailed clinical material 
presented in this book is an effort to upgrade reporting methods 
: in intensively studied cases not only to substantiate the author's 
conclusions but to facilitate scientific dialogue by not preempt- 
ing the reader's judgment. Dr. Stoller's format brings back the 
intensively studied case that was so seminal in Freud's work. 
Though the single case study has shortcomings and lacks statis- 
tical verification it remains a much-neglected source of detailed 
clinical data, the basic material for clinically useful theory 
building. This is especially pertinent in a time when the empha- 
sis is on the treatment of many in the least amount of time. Dr. 
Stoller reminds us again by his example that every patient stud- 
ied in detail is indeed a unique research project. 

The central thesis of this book is that core gender identity is 
well established by two years of age and primarily by ‘“‘non- 
conflictual factors" such as biology, genital anatomy, sex as- 
signment, and parents’ unconscious and conscious wishes and 
conditioning—both classical and operant. Dr. Stoller faults 
Freud's theory that femininity develops late (at age 5, 6, or 7) in 
relation to conflicts surrounding oedipal issues, particularly the 
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defense against envy of maleness. The author does not deny that 
conflict plays an essential part in the development of femininity 
but wishes to stress “‘nonconflictual learning." He then goes on 
to state provocatively, “If we can accept the concept that these 
parental influences [“nontraumatic” early parental rearing] play 
an essential part in the development of femininity, then we have 
displaced, as have so many other workers using different data, 
the oedipal situation and its anxieties as the crucial force in- 
troducing femininity” (p. 316). 

Much hinges on the definition of femininity. Is it merely the 
basic sense of one’s self as masculine or feminine, as core gen- 
der identity implies, or does it consider other important dimen- 
sions such as the presence and quality of object relationships of 
the later developmental phases? If one compares a two-year- 
old girl with a six-year-old girl, one observes the caricature of 
the woman in the two-year-old but finds the rich and full pan- 
oply of feminine behavior, fantasies, and dreams in the six- 
year-old that foreshadow quite accurately the mature adult 
woman. Is it imprinting or conditioning, the so-called noncon- 
flictual learning, or the vicissitudes of the intense object-related 
loves, hates, and guilts of the oedipal years of three to six that 
operate as the crucial force introducing a higher developmental 
level of femininity representing an acquisition beyond core 
gender identity? Is behavior that is described as feminine less 
the result of conditioning than of the genetically determined 
unfolding of a maturational process with specific phases of 
development requiring an average expectable environment for 
full expression? Conditioning involves frustration of both ag- 
gressive and sexual impulses, with fateful consequences for the 
development of intrapsychic structure and for eventual psycho- 
logical health or illness. 

Dr. Stoller observes that core gender identity is established 
very early by factors not directly related to intrapsychic con- 
flict. But is not conflict nevertheless present as external frustra- 
tion whether it be called conditioning, imprinting, or parental 
fantasies? Could the masculine identity and the symptom of 
hallucinated penis of Dr. Stoller's patient be understood as a 
continuing manifestation of the symbiotic relationship with the 
early, phallic mother and thus rooted in conflict? These are 
some of the questions the reader of this book may find himself 
contemplating. 

Anyone wishing to learn about the complex, confusing con- 
cept of splitting of the ego must look elsewhere for a scholarly 
discussion (1). The word splitting in this title is misleading, 
since it 1s used in a diffuse sense to mean fragmentation into 
multiple personalities. The overall style of writing in this book 
is freshly conversational; the author never shuffles in the presen- 
tation of his ideas. Those interested in cross-gender behavior 
and gender identity formation will find this book worthy of 
their attention. Let readers with stock ideas about early gender 
development beware. 
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Medical Dissertations of Psychiatric Interest (printed before 
1750), by Oskar Diethelm. New York, S. Karger, 1971, 206 pp., 
$10.10. 

By taking a fresh approach to the period of 1550 to 1750, Dr. 
Diethelm, one of our best-known historians, has produced a 


unique volume about Renaissance psychiatry. This book, unlike 
so many today, offers more than the modest title suggests; it is 
essentially a history of psychiatry in an important transitional 
period: the 16th, 17th, and early 18th centuries. The year 1543 
saw the publication of Copernicus’ revolutionary treatise on the 
solar system and Vesalius’ De Humani Corporis Fabrica, in- 
augurating modern science. Medicine began to move away 
from the ancient authorities—Hippocrates, Galen, and Avi- 
cenna—in the direction of accurate observation and the scien- 
tific attitude. Dr. Diethelm’s approach to the period is through 
the dissertations written (in Latin) by medical students seeking 
the doctoral degree at the better-known universities, particu- 
larly in England, France, Germany, and Holland. In Diethelm’s 
words: 


The teachers of Renaissance medicine rejected the blind 
following of the great physicians of the past and requested 
the observations of facts, their investigation, and when pos- 
sible, experimental proof. The acceptance of doctrines was 
replaced by questioning. This procedure [the dissertation] 
became a well-established teaching tool... . 

The dissertation was written like a treatise with consid- 
erable freedom in form and length. According to the inter- 
est of the professor the topic might be from anatomy, phys- 
iology, therapeutics, or clinical medicine. The student 
might deal with the topic by presenting his own investiga- 
tions of clinical case material, or by discussing theoretical 
aspects. Although the form of the dissertation varied, there 
was always a review of pertinent literature, a presentation 
of the student’s own observations, a discussion of them 
and, finally, the conclusions (pp. 10, 11). 


Many of the student dissertations were devoted to psychiatric 
disorders, and it is these primary sources which Dr. Diethelm 
has assiduously researched. Over 1,000 dissertations are listed 
in the appendix. Indeed, the production of this slim, scholarly 
volume must have required thousands of miles of travel and 
countless hours in libraries, not to mention years of work in 
translation (aided by Thomas F. Heffernan) and composition. 

The author’s ten chapters commence with the story of the rise 
of the universities in the 13th century and an overview of antiq- 
uity and the Renaissance. He thereby sets the stage for the dis- 
sertational contributions that follow. Melancholia (including 
schizophrenic-like reactions), mania, catalepsy, hysteria, and 
organic brain syndromes are presented. Two chapters on psy- 
chopathology and cultural factors include discussions of psy- 
chology, psychotherapy, demonology, superstition, and treat- 
ment methods. The concluding chapter is devoted to psychiatry 
and social cultural changes. 

There is much contemporary interest in all of the disorders 
discussed in this book, but few psychiatrists and/or historians 
seem to be interested in doing the difficult historical research 
necessary to put current concepts in sociohistorical perspective. 
For example, the amount of money spent today by the public on 
 antidepressant drugs and by scientists in research on depression 
and bipolar disorders would indicate that depression is one of 
our major health problems. But Dr. Diethelm is one of the very 
few psychiatrists who have offered a documented contribution 
to the history of melancholia. Similarly, he fills gaps in our 
knowledge in many other areas. In addition, his style com- 
presses a great deal of information into a few sentences. 

Dr. Diethelm's historiography is meticulous and objective; 
his text is engrossing. In demonstrating to us in this book how 
clinical case material shows similarities throughout the ages 
and also shows changes under the influence of society and cul- 
ture, his work lends support to Adolf Meyer's psychobiological 
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point of view. “The 16th century," Dr. Diethelm concludss, 
“has been called the century of suggestion; the present, that of 
anxiety. Psychopathological symptoms will be affected differ- 
ently but there are no indications of new psychiatric illnesses 
under different conditions" (p. 155). 


WILLIAM F. KNorr, M.D 
Syracuse, N.Y. 


The Genetics of Mental Disorders, by Eliot Slater, D.P.M., aid 
Valerie Cowie, M.D., Ph.D., D.P.M. London, Oxford Univer- 
sity Press, 1971, 397 pp., $25.00. 


This volume is a complete survey of the genetics of mental 
disorders. The authors, having carefully assembled the signi- 
cant and relevant studies on the genetic aspects of the major 
psychiatric illnesses, including their own well-known contribu- 
tions to the field, discuss the implications of these studies. Toe 
book's introduction reviews the basics of the transmission of ge- 
netic information, mutation, and types of inheritance. The sve- 
ceeding chapters deal with schizophrenia, the affective psychz- 
ses, personality and neurotic disorders, the senile and presen le 
dementias, epilepsy, mental subnormality, and the inheritanze 
of intelligence. The later chapters review the rarer neurometa- 
bolic disorders and chromosomal abnormalities. Several appen- 
dices are included for those who wish to explore the theoretical 
and mathematical basis of twin studies, zygosity determina- 
tions, gene frequency, and morbidity risks. The references are 
voluminous and will prove invaluable to the student of psychiet- 
ric genetics. 

This book is a significant publication and is a must for pro- 
fessionals involved in teaching or research in the major psycti- 
atric disorders. The value lies in the completeness of the presea- 
tation. General psychiatrists will be most interested in the 
chapters on the major psychoses and personality disorders that 
make up the bulk of clinical practice. Genetic findings are be- 
coming increasingly important in diagnosis, treatment, and 
prognosis. We are becoming aware, for instance, that certain 
subtypes of depression may respond variably to different trezt- 
ments. A knowledge of psychiatric genetics is essential in gz- 
netic counseling of patients. The discussion of the relative 
weight of environmental and genetic factors in intelligence is 5f 
particular interest in view of the controversy in the United 
States about race and intelligence. The chapters on metabolic 
and chromosome! abnormalities are not as clinically pertineat 
to most psychiatrists, but they are of interest in that they serve 
as models of genetically transmitted conditions. An understand- 
ing of these models will help in conceptualizing such complex 
situations as schizophrenia. 

The weakness of the volume is inherent to the subject of ps- 
chiatric genetics. It was not long ago that we had to revise Kall- 
mann's figures down a bit, and only recently have we begun to 
realize that the once unitary manic-depressive illness is prob- 
ably at least two separate entities, a bipolar and a unipolar type. 
It is now probable that there are two subtypes of phenylketo- 
nuria, the more recent being found in Oriental non-Ashkenazc 
Jews with dark complexions, dark and even black hair, ard 
brown eyes—in contrast to the usual description of fair cons- 
plexion and blue eyes. The newly recognized group of phenyl- 
ketonurics represents a different genetic population. I cite ths 
finding to highlight the difficulty of extrapolating data from 
studies on such poorly classified illnesses as the schizophrenies 
and personality disorders, where we have tremendous diff- 
culties with diagnostic standards and do not have the quar- 
titative luxuries of biochemical determinations. 
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The principle of “one gene, one enzyme" is more pertinent 
when applied to identifiable, biologically determined defects or 
behavioral traits than to complex, poorly defined syndromes. 
The persistence in using the essentially descriptive nomencla- 
ture as a variable in the statistical approach to genetics is prob- 
ably compounding the issue in many areas. To approach schizo- 
phrenia as a single entity will in retrospect seem as naive as the 
same approach to mental subnormality looks today. 

The authors are well aware of the problem that classification 
poses to the geneticist. However, they seem to treat some diag- 
nostic entities as if they had more than descriptive validity. 
(Huntington's chorea is a much firmer disease entity than 
"criminality" or alcoholism.) Overall, however, the book is ex- 
cellent and highly recommended. 


RALPH A. O’CONNELL, M.D. 
New York, N.Y. 


Biochemistry of Brain and Behavior, edited by Robert E. Bow- 
man and Surinder P. Datta. New York, Plenum Press, 1970, 
358 pp., $16.50. 


This volume is the proceedings of a symposium held at the 
University of Wisconsin in May 1970. Plenum Press should be 
complimented for the rapidity with which it published these 
proceedings. The book contains a number of papers by different 
authors covering a wide range of topics. In no sense, however, 
can it serve as a comprehensive text, as its title might suggest. 

The first section of the volume, The Biochemistry of the Ner- 
vous System, contains two papers on nerve growth factor and 
one titled "Cerebral Sphingolipids in the Quaking Mouse." 
These are all well done but do not bear even indirectly on the 
areas of primary concern in biochemical psychiatry. Arnold 
Mandell presents interesting studies on the effect of drugs on 
enzymes involved in the synthesis and metabolism of brain neu- 
rotransmitters. This mechanism may have relevance to the 
mode of action of psychopharmacological agents. There is also 
a review of steroid hormone interactions with discrete brain re- 
gions that focuses largely on binding properties. This is an im- 
portant area of research that may ultimately prove relevant to 
the effects of steroids on behavior. 

The section potentially of most interest to psychiatrists is 
that on Biochemistry of Mental Disorders. Unfortunately, it in- 
cludes no section on affective illnesses, currently an active re- 
search area. Herman Denber competently reviews the major 
areas of biochemical research in schizophrenia, but the format 
is so brief that it provides only a skeletal outline. He also 
presents indirect evidence for the theory placing the basic bio- 
logical defect in schizophrenia in the membrane structures of 
the synapse. The paper by Himwich and his collaborators 
briefly summarizes their significant studies, published else- 
where, showing the excretion of N-methylated tryptamine de- 
rivatives by schizophrenic patients under conditions apparently 
related to exacerbation of psychotic symptoms. Harry A. Wais- 
man presents a brief summary of the disorders of amino acid 
metabolism associated with mental retardation and gives par- 
ticular attention to phenylketonuria and related states. Though 
a competent review, it too suffers from the brevity imposed by 
the condition of oral presentation. 

The final section of the symposium is on the Biochemistry of 
Memory. This area is probably the major frontier today of the 
molecular biologists’ study of behavior. Geller and Jarvik 
present an interesting summary titled “The Role of Consoli- 
dation in Memory." They focus on studies of electroconvulsive 
shock, which is believed to alter the short-term memory trace 
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(retrograde amnesia), and studies in which protein synthesis is 
altered, thereby seeming to affect long-term memory. Alterna- 
tives to the consolidation theory are considered. Glassman and 
Wilson summarize a series of well-designed experiments that 
appear to relate an increase in ribonucleic acid (RNA) synthesis 
of mice brain to the phase of learning related to the devel- 
opment of "insight" into a problem. The increased synthesis ap- 
pears highly localized to the diencephalon and certain limbic 
structures. 

Other reports in the symposium confirm the general principle 
that relatively simple and brief behavioral experiences are reli- 
ably accompanied by altered RNA metabolism in discrete re- 
gions of the brain. In another interesting paper, Hyden and 
Lange correlate the increase of a specific acidic protein in hip- 
pocampal cells to learning transfer of handedness in rats. They 
show not only an increase in this protein during the learning but 
that the learning can be blocked by antibodies to the protein. 
The short theoretical summary of the section by Agranoff 
reemphasizes the immense scientific potential of this area of in- 
vestigation. 

In summary, though this book has a number of interesting 
sections, it is not particularly useful as a comprehensive or well- 
integrated summary of the biochemistry of brain and behavior. 
The sections that would ordinarily be of most interest to the cli- 
nician are unusually brief due, presumably, to the requirements 
of oral presentation; more thorough reviews can be found else- 
where. 


JACK DunzLL, M.D. 
Washington, D.C. 


Crisis in Child Mental Health: A Critical Assessment. Report 
82, by the Group for the Advancement of Psychiatry. New 
York, GAP, 1972, 36 pp., $1 (paper). 


In November 1969 the Group for the Advancement of Psy- 
chiatry (GAP) held a forum discussion of the work of the Joint 
Commission on Mental Health of Children, which had been ap- 
pointed by Congress in 1966. Because of deep concerns ex- 
pressed at the GAP forum, an ad hoc committee was appointed 
to study the report of the Joint Commission more fully. This 
GAP report reflects the deliberations of the ad hoc committee. 
Attention is focused on the 562-page report of the commission, 
Crisis in Child Mental Health: Challenge for the 1970's (1). 

Faced with drastic retrenchment of federal and state pro- 
grams, the ad hoc committee had some reservations about criti- 
cizing the report of a commission that sought to advance thé 
cause of care for children. Yet it was felt that in the first place 
the commission had unfortunately diluted its efforts by consid- 
ering such broad areas as poverty, minority groups, education, 
and employment while devoting only one chapter out of ten to 
the clinical problem of prevention and treatment of sickness in 
children. Second, the authors of the GAP report point out that 
while the commission recognized that our society falls far short 
of implementing adequately our alleged concern for children, 
no effort was made to analyze the causes for such discrepancies 
between words and deeds. Third, the commission failed to con- 
sider fully the impediments to child care created by polarization 
in the professional community involved in child care programs. 
Inquiry revealed that such polarization had developed in the 
commission itself. “As the background history unfolded, it was 
reported that all during the course of the Commission's life a 
continuous debate had prevailed between the clinician and the 
nonclinical behavioral scientist." 

The commission's chief recommendation for a child advo- 


cacy system that would originate at cabinet level seemed defec- 
tive to the ad hoc committee. It is pointed out that “the political 
implications of introducing such an element into the American 
scene are not analyzed at all." Not only may child advocacy 
have totalitarian implications, but child advocacy could fail for 
lack of backup therapeutic facilities, just as the juvenile court 
system has largely failed for the same reason. Basic is the “un- 
comfortable fact that we are still in the very early stages of 
knowledge about child mental illness and child mental health." 
The ad hoc committee supports the development of “‘the con- 
cept of a mental health grid" prior to efforts to establish a child 
advocacy system. Such a grid “implies a pattern of services 
where one dimension would be the developmental level of the 
child and another dimension the kinds of services necessary for 
each age group." A tentative "grid" of this kind constitutes the 
appendix of the GAP report. 

With a healthy respect for the inherent limitations in the 
functions of an ad hoc committee, the final suggestions are pref- 
aced by the statement “This is not a business that lends itself to 
a brief survey or a rapid overview. In short it is not material for 
an ad hoc approach." The report recommends formation of a 
new GAP committee to review the needs of sick children more 
fully. 

In my opinion, the most cogent statement of our current 
challenge in child care appears in the middle of the report: 


Even within the disenfranchised population of child- 
hood, the sick are peculiarly without representation. In- 
deed, most of those who speak of them seek to be rid of 
their burden rather than to deal with their turmoil. All pro- 
fessionals seek prevention of mental illness. But one might 
indeed wonder about the widespread wish on the part of 
some professionals to prevent illness at the expense of 
treatment (p. 118). 
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The Face of Emotion, by Carroll E. Izard. New York, Apple- 
ton-Century-Crofts ( Meredith Corp.), 1971, 452 pp., $14.95. 


This volume of the Century Psychology Series presents the 
author's attempt to illuminate the relationships between emo- 
tions and facial expression. Although bounded by the usual 
"scientific" biases of the professional in psychology, he has had 
the temerity to insert occasional unproven ideas, based primar- 
ily on so-called common sense, that alone make the book worth 
reading. A more major value, however, may be in his demon- 
stration of the philosophical and language problems that em- 
broil all studies of human behavior. 

Izard accepts or, rather, promulgates certain human behav- 
iors as the nine "innate" emotions—specifically, interest, sur- 
prise, joy, sadness, anger, fear, disgust, contempt, and shame. 
His stated aim is to demonstrate that these reaction patterns 
and their associated facial expressions are universal for all man- 
kind, are specific “innate” processes, and come as part of the 
original wiring of each human being. After a preliminary analy- 
sis of the present status of emotion and facial expression in be- 
havioral science, he reviews in five densely packed chapters the 
total confusion extant in the theorizing and investigations since 
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Darwin and Sir Charles Bell. He then presents his own quite ho- 
listic theory of emotion, basing it on the summation of neural 
activity, facial and postural patterning, and subjective experi- 
ence. 

The remainder of the book summarizes a number of Izard's 
own cross-cultural studies, in both adults and children, on emoa- 
tion recognition and emotion labeling. He concludes with con- 
siderations of the role of emotions in personality and inter- 
personal process. From this, he proposes a technique of 
psychotherapy based on emotion identification, reproduction, 
simulation, manipulation, and deliberate control. 

Although this book is a worthwhile contribution to our 
knowledge, and although I recommend it highly, I do have a 
major criticism of his conceptual base. I quote: “Pleasant or un- 
pleasant sensory impression is, in our view, not emotion" (p. 
217). For me, the pleasant/unpleasant—or, rarely, neutral— 
judgment by the individual about his fantasies (e.g., delusions 
that he perceives as reality) is the crux of emotion. Any behav- 
ior process, including those Izard calls innate emotions, bears 
such an affectual charge, which the individual naively views as 
intrinsic to the event. If he becomes aware that pleasant or un- 
pleasant affects follow from the labels he applies, he then can 
learn to deliberately use nonpejorative labels and forthwith ex- 
perience considerable amelioration of his usual distress. Izard, 
of course, is entitled to his model, but I believe he might find 
mine to be an alternative of considerable utility. 

Izard and Ekman-—and a few others—have broken the ice; 
perhaps now some brave soul will find a way to bring back 
physiognomy into the circle of respectable "scientific" subjects. 
Then we might learn just how we gradually construct the faces 
we have, and how living behind the face we have modifies the 
reality we perceive. 


W.C. ELLERBROEK, M.D. 
Sunset Beach, Calif. 


Ethical Issues in Medicine: The Role of the Physician in Today's 
Society, edited by E. Fuller Torrey, M.D. Boston, Little, Brown 
and Co. (U.S. distributor), 1968, 424 pp., $7.50. 


Mark Twain once quoted an old practitioner who stated: 
"Does your doctor know anything ... about things in general, 
is he a man of good sense? If he doesn't know anything bu: 
medicine, the chance is he doesn't know that." 

From the scholarly first chapter by Iago Galdston to the pro- 
phetic last chapter by the editor, Dr. Torrey, this smallish vol- 
ume—considering the breadth of the content— provides meaty 
consideration of “things in general," encompassing the ethical 
and philosophical concerns of today's physician. 

In the beginning chapter, “The Third Revolution: Prelude 
and Polemic," Galdston envisions the training of the physician 
as not beginning with “the dismemberment of the dead but in 
the effort to understand the living." This concern with living 
and dynamic forces permeates the book. The editor has for 
some time been involved with what he has called the *Dick-and- 
Jane stage of problem recognition, where the only comment is, 
‘See the big problems. See the problems grow.' " In this vol- 
ume—at least in most chapters—there is a serious attempt to 
seek solutions, and this is what makes the book both informa- 
tive and exciting. 

The chapters Contraception," “Human Experimentation,” 
and “Medicine and Poverty" are rather more instructive on 
techniques than discursive on ethics. The chapter “Human Ex- 
perimentation," for example, could now be brought up to date 


by the addition of the material that the American Psychological 


Am J Psychiatry 131:6, June 1974 737 


BOOK REVIEWS 


Association is considering on some of the points mentioned— 
really informed consent, research in which the subjects are 
never informed (as in observation of behavior in crowds), and 
the responsibility of the experimenter to inform subjects that 
they have actually been subjects in an experiment. The chapter 
“The Doctor's Right to Strike" may have more historical than 
ethical interest. 

Most of the chapters, however, and parts of those mentioned 
above contain a wealth of information with more than adequate 
discussion of the ethical principles involved. In “Ethical Prob- 
lems with Artificial and Transplanted Organs,” Keith 
Reemtsma does an outstanding job confronting pragma with 
dogma in the discussion, and the somewhat related exposition 
on “Elective Death" by Joseph Fletcher is equally thoughtful. 

“The Medical Profession and the Drug Industry” is a chapter 
that deserves special consideration because of the apparent fact 
that some pharmaceutical houses are manufacturing “dan- 
gerous" drugs in amounts greater than demanded by the legiti- 
mate market, with the result that the excess finds its way 
through careless or illegal hands back to the streets of our cities. 
Unfortunately, there is no discussion of this problem in the 
chapter, which ends with the difficulties of governmental con- 
trol of the pharmaceutical problem but makes no really clear 
statement of the ethical principles involved. 

There are interesting juxtapositions in the book. For ex- 
ample, the chapters on abortion from the Catholic and non- 
Catholic points of view are back-to-back, inviting to-and-fro 
comparisons. “Truth and the Physician" by Bernard C. Meyer 
has as a partner "Professional Secrecy” by the late Henry A. 
Davidson; each enriches the other. “The Problems Facing Psy- 
chiatry" are discussed in two chapters, one by Szasz and the 
other by Farnsworth. Szasz makes his fairly standard defini- 
tional presentation. Some of his statistics, however, are grossly 
inaccurate. He says that in the United States "approximately 
750,000 persons are incarcerated in mental hospitals." In 1970, 
338,592 patients were in public mental hospitals, according to a 
survey by the National Institute of Mental Health; if all the pri- 
vate mental hospital beds were full, there would still be only 
351,000 patients—less than half of Dr. Szasz's figure. Also, 
Szasz is inclined to view with alarm the number of psychiatrists 
involved in institutional activities. While it may be true that 50 
percent of psychiatrists spend part of their time in this way, 
only 20 percent of the total psychiatric time in this country is 
spent in mental hospitals or administrative posts. The compan- 
ion chapter by Dana Farnsworth gives a broader, less slanted, 
and more sophisticated view of problems facing psychiatry. 

The editor wraps up many of the discussions in the two final 
chapters and concludes by calling attention to the responsi- 
bilities and opportunities of medical and related organizations 
that could and should—but unfortunately often do not— pro- 
vide implementation for the expression of the ethical principles 
involved in many of these troublesome problems. A book like 
this is sure to encourage progressive and productive effort. 


C.H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 


The Mental Health of the Child, edited by Julius Segal, Ph.D. 
Rockville, Md., Office of Program Planning and Evaluation, 
Program Analysis and Evaluation Branch, National Institute of 
Mental Health, 1971, 588 pp., $5 (paper). 


The title of this book is somewhat ambiguous and therefore 


misleading. The subtitle, Program Reports of the National In- 
stitute of Mental Health, is more appropriate and descriptive of 
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the contents, since the 42 reports contained in the book serve as 
a survey of some of the more stimulating research in child de- 
velopment and mental health sponsored by NIMH. The reports 
condense and simplify the research findings. Thus they appear 
in a form that is easily readable (somewhat like a Reader's Di- 
gest novel), yet retain the cream of the research design and find- 
ings. Pertinent summaries are made of the burdensome statisti- 
cal tables that are omitted. 

The book is organized into four sections: Part | reviews eight 
research studies in the prevention of psychological illness in 
young, children. The studies reviewed deal with the effects of 
nursery schools and preschools, the use of lay counselors in 
child development, etc., on the mental health of young children. 

Part 2 contains 13 reviews considering various factors in 
childhood that influence mental health. Reports range from 
studies dealing with such variables as mother-infant interaction 
and separation, family communication, and child-rearing prac- 
tices to the causes and treatment of childhood schizophrenia. Of 
particular value is the review of three longitudinal projects—the 
Guidance Study, the Berkeley Growth Study (both of which 
started in 1928), and the Oakland Growth Study, initiated in 
1931. In each project the sampling of children has been thor- 
oughly studied at set intervals up to the present in order to tease 
out which variables in early childhood lead to psychological 
health or illness. 

That intelligence is not a static quality but fluctuates depend- 
ing on environmental influences was well established by this 
study. Although this finding has been reported often in the liter- 
ature, the present review elaborates on the variables involved. 
Additional factors, i.e., socioeconomic conditions, parents’ 
marital adjustment, and the sense of father-daughter and 
mother-son closeness, are all considered in some detail. The 
studies reviewed in this part of the book tend to show that one 
of the best predictors of emotional adjustment in adulthood is 
the state of personality or level of adjustment displayed between 
the ages of 11 and 13. It is reasoned that since the transition 
from elementary to junior high school constitutes a “‘qualita- 
tively new experience,” the manner in which a child adjusts to 
this change reveals his inner potential or lack of potential for 
adjustment in later life. 

Based on data first gathered over 20 years ago, predictions 
concerning success had been made for the children studied. 
When the subjects were evaluated at age 30, however, it was 
found that about 20 percent of the children had turned out 
worse than predicted. The investigators explained that early 
success apparently led to unreal expectations, so that the chil- 
dren involved may not have been able to maintain their good 
self-image. Consequently, their emotional health suffered in 
later years. On the other hand, a sizable number of poor-risk 
children developed into healthy and productive adults. The in- 
vestigators now feel that early predictions were based on the 
amount of stress present in the child’s environment and person- 
ality—without taking into sufficient account the ego strengths 
that were also present. 

Part 3, which contains 12 studies on diagnosis and treatment 
of emotionally disturbed children, presents pertinent material 
on adolescent suicide, delinquent girl gangs, child abuse, etc. Of 
particular value is the review of the Johns Hopkins study of the 
response of hyperkinetic and neurotic children to brief psycho- 
therapy versus drug treatment: Hyperactive children responded 
to drug treatment but not to psychotherapy; the reverse was 
found for certain types of neurotic children. 

Part 4 contains studies dealing with aspects of child devel- 
opment, including language acquisition, patterns of sleep, and 
various genetic factors intluencing personality. 

Even though many of the findings contained in this volume 


have been published in various journals, psychiatric residents 
and anyone involved in psychological research with children 
will value this inexpensive book for its concise review of per- 
tinent research. 


RICHARD C. SWEETLAND, PH.D. 
Kansas City, Kans. 


Dementia, edited by Charles E. Wells, M.D. Philadelphia, F.A. 
Davis Co., 1971, 232 pp., $10.00. 


This volume is the ninth in the Contemporary Neurology Se- 
ries published by F.A. Davis Company. It emphasizes mental 
dysfunction secondary to diffuse and progressive disease of the 
cerebral hemispheres in adult life and eschews the attempt to be 
encyclopedic. 

The editor writes the first chapter on the symptoms and be- 
havioral manifestations of dementia; there is an excellent dis- 
cussion of the clinical pictures of dementia. He emphasizes the 
concept of dementia as a broad continuum of dysfunction, rang- 
ing from barely discernible deviations from normal to virtual 
cerebral death. In the second chapter, on the neurological ex- 
amination in dementia, Paulson deals with the frequent neuro- 
logical variations found in the aged that are actually not in- 
dicative of loss of higher integrative function as well as with the 
spectrum of clinical findings in various stages of dementia. He 
focuses in particular on release-type phenomena and speculates 
on the causes and significance of these. In the third chapter Ho- 
renstein presents a well-delineated review of the disorders of 
memory as well as of the behavioral manifestations of memory 
loss. Then he presents the amnestic, agnosic, apractic, and 
aphasic features of dementing illnesses. 

The next section of the book deals with the clinical evaluation 
and diagnosis of dementia. In one chapter Horenstein reviews 
the various psychological tests available and gives a very prac- 
tical evaluation of their usefulness and significance in a variety 
of neuropathological states. Short and Wilson then give a suc- 
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cinct description of the electroencephalographic patterns in 
both normal aging people and those with a wide variety of de- 
menting illnesses. The radiological procedures in the diagnosis 
of dementia are well presented by Meacham and Young. 

Studies in both the pathology and the biochemical dysfunc- 
tions of dementia are presented. Torack deals with both the dis- 
tinctive and the noncharacteristic morphological changes found 
in neurons in dementia, particularly those found by electron m:- 
croscopy. Appel and Festoff discuss the still highly speculative 
but intriguing studies of metabolic alterations in various de- 
mented states, the biochemistry of memory, and trials of a vari- 
ety of drugs and adjuncts to the therapy of dementia. 

The overall concept of dementia in old age is discussed. bv 
Wang and Busse, not only in terms of neurophysiological 
changes, but also from the standpoint of dementia as a socio- 
psychosomatic disorder. The longest chapter in the book is one 
by Haase dealing with diseases presenting as dementia, namely, 
diffuse parenchymatous diseases of the central nervous system. 
metabolic disorders, vascular disorders, hypoxia and anoxia. 
normal pressure hydrocephalus, deficiency diseases, toxins and 
drugs, brain tumors, trauma, infections, and some miscella- 
neous disorders. Genetic aspects of dementia are briefly re- 
viewed. 

The final chapter, written by the editor, concerns clinical 
management of the patient with dementia. It provides a system- 
atic approach for the physician in determining the presence of 
dementia, arriving at a correct diagnosis of its cause, and mak- 
ing recommendations for treatment by the best means avail- 
able. 

This volume is neatly edited and assembled, with 37 illustra- 
tions and an excellent index. Certainly some aspects of the huge 
problem of dementia are left out, but the references are uni- 
formly excellent. In summary, this book is very readable, and, 
reflecting the dual training of the editor, would be a valuable 
text for both the neurologist and the psychiatrist who deals with 
the common problems of dementia. 


ALAN D. WHANGER, M.D. 
Durham, N.C. 
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This listing acknowledges the receipt of recent books. Books of 
particular interest to the readers of this journal will be reviewed 
as space permits, and copies of the reviews will be sent to the 
publishers. Books cannot be returned to the publishers. 


The Diagnosis and Management of Depression, by Aaron T. 
Beck, M.D. Philadelphia, University of Pennsylvania Press, 
1973, 147 pp., $8.50. 


A Home for the Heart, by Bruno Bettelheim. New York, Alfred 
A. Knopf, 1974, 461 pp., $12.50. 


Doris: The Story of a Disfigured Deaf Child, by Aron Ronald 
Bodenheimer, M.D., translated by Harold A. Basilius. Detroit, 
Wayne State University Press, 1974, 129 pp., $8.95. 


Remarks on the Influence of Mental Excitement Upon Health 
(2nd ed., 1833) and Observations on the Influence of Religion 
Upon the Health and Physical Welfare of Mankind (1835) (fac- 
simile reprint), by Amariah Brigham. Delmar, N.Y., Scholars' 
Facsimilies & Reprints, 1973, 331 pp., no price listed. 


The Emerging Child, by Phyllis Brusiloff and Mary Jane Witen- 
berg. New York, Jason Aronson, 1974, 152 pp., $7.95. 


Review of Child Development Research, vol. 3: Child Devel- 
opment and Social Policy, edited by Bettye M. Caldwell and 
Henry N. Ricciuti. Chicago, University of Chicago Press, 1974, 
557 pp., $15.00. 


Disordered Thought in Schizophrenia, by Loren J. Chapman 
and Jean F. Chapman. New York, Meredith Corp. {Appleton- 
Century-Crofts), 1973, 347 pp., $15.00. 


Insights: A Selection of Creative Literature About Children, se- 
lected and edited by the Child Study Association of America. 
New York, Jason Aronson, 1974, 462 pp., $12.50. 


Contemporary Psychology and Effective Behavior, by James C. 
Coleman and Constance L. Hammen. Glenview, Ill., Scott, 
Foresman and Co., 1974, 542 pp., $11.95. 


The Biochemical Basis of Neuropharmacology, 2nd ed., by Jack 
R. Cooper, Ph.D., Floyd E. Bloom, M.D., and Robert H. Roth, 
Ph.D. New York, Oxford University Press, 1974, 268 pp., $4.95 
(paper). 


For the Love of Ann, by James Copeland. New York, Ballantine 
Books, 1974, 150 pp., $1.25 (paper). 


Adjustment to Work, edited by John G. Cull, Ph.D., and Rich- 
ard E. Hardy, Ed.D. Springfield, TIL, Charles C Thomas, 1973, 
339 pp., $16.75. 


Volunteerism: An Emerging Profession, edited by John G. Cull, 
Ph.D., and Richard E. Hardy, Ed.D. Springfield, Ill., Charles C 
Thomas, 1974, 192 pp., $9.75. 


Helping Skills: A Basic Training Program, manual and work- 
book, by Steven J. Danish and Allen L. Hauer. New York, Be- 


havioral Publications, 1973, 118 pp. (workbook); 62 pp. ( man- 
ual), $4.95 (paper). 


Disturbed and Troubled Children, edited by Maurice F. Freehill. 
Flushing, N.Y., Spectrum Publications {Halsted Press, John 
Wiley & Sons, distributor), 1973, 209 pp., no price listed. 


The Writings of Anna Freud, vol. 1 (1922-1935): Introduction 
to Psychoanalysis and Lectures for Child Analysts and 
Teachers. New York, International Universities Press, 1974, 
194 pp., $7.50. 


R.D. Laing, by Edgar Z. Friedenberg. New York, Viking Press, 
1974, 111 pp., $5.95; $1.95 (paper). 


Active Psychotherapy, edited by Harold Greenwald. New York, 
Jason Aronson, 1974, 377 pp., $12.50. 


Psychopathologica! Disorders in Childhood: Theoretical Consid- 
erations and a Proposed Classification, by the Group for the Ad- 
vancement of Psychiatry Committee on Child Psychiatry. New 
York, Jason Aronson, 1974, 165 pp., $10.00. 


Misuse of Psychiatry in the Criminal Courts: Competency to 
Stand Trial. Report 89, by the Group for the Advancement of 
Psychiatry Committee on Psychiatry and Law. New York, 
GAP, 1974, 72 pp., $3.00 (paper). 


Mental Retardation and Physical Disability: A Book of Read- 
ings, edited by Richard E. Hardy, Ed.D., and John G. Cull, 
Ph.D. Springfield, Nl., Charles C Thomas, 1974, 245 pp., $9.75. 


Rehabilitation of the Drug Abuser with Delinquent Behavior, by 
Richard E. Hardy, Ed.D., and John G. Cull, Ph.D. Springfield, 
HI., Charles C Thomas, 1974, 194 pp., $9.75. 


Psychoanalysis and Psychotherapy: 36 Systems, by Robert A. 
Harper. New York, Jason Aronson, 1974, 172 pp., $7.50. 


Your Future Health Care: The Challenge and the Promise 
Through Better Education, by Tinsley R. Harrison, M.D. St. 
Louis, Mo., Warren H. Green, 1974, 164 pp.. $6.50. 


Introducere in psihologia medicală, by G. Ionescu. Bucharest, 
Romania, Editura Stiintifică, 1973, 280 pp., no price listed. 


The Group as Agent of Change, edited by Alfred Jacobs and 
Wilford W. Spradlin. New York, Behavioral Publications, 
1974, 448 pp., $19.95; $9.95 (paper). 


These Are My Sisters, by Lara Jefferson. Garden City, N.Y., 
Anchor Press/ Doubleday, 1974, 238 pp., $7.95. 


. Nothing Will Stop Me—Not Even Death, by James E. Knapp, 
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M.D. Fort Worth, Tex., Magnolia Press, 1974, 110 pp., $2.45 
(paper). j 


The Technique of Psychoanalytic Psychotherapy, vol. 2, by Rob- 
ert J. Langs, M.D. New York, Jason Aronson, 1974, 527 pp., 
$15.00. 


Person Perception in Childhood and Adolescence, by W.J. Liv- 
esley and D.B. Bromley. New York, John Wiley & Sons, 1973, 
306 pp., no price listed. 


Psychiatry and the Law: The Crusade Against Involuntary Hos- 
pitalization, by Don Martindale and Edith Martindale. St. 
Paul, Minn., Windflower Publishing Co., 1973, 190 pp., $4.50 
(paper). 


The Psychiatric Examination. Serial Handbook of Modern Psy- 
chiatry, vol. 1, by Jules H. Masserman, M.D., and John J. 
Schwab, M.D. New York, Intercontinental Medical Book 
Corp., 1974, 140 pp., $8.75. 


The Freud/Jung Letters. Bollingen Series XCIV, edited by Wil- 
liam McGuire, translated by Ralph Manheim and R.F.C. Hull. 
Princeton, N.J., Princeton University Press, 1974, 589 pp., 
$17.50. 


Society Without the Father, rev. ed., by Alexander Mitscherlich, 
M.D., translated by Eric Mosbacher. New York, Jason Aron- 
son, 1973, 322 pp., $12.50. 


Normal & Pathological Responses to Bereavement, papers by 
John Ellard, Vamik Volkan, Norman L. Paul, et al. New York, 
MSS Information Corp., 1974, 236 pp., $17.50. 


Sexual Deviation: Psychoanalytic Insights, edited by Mortimer 


Ostow, M.D. New York, Quadrangle/ New York Times Book 
Co., 1974, 184 pp., $7.95. 
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The Thyroid Axis, Drugs, and Behavior, edited by Arthur J. 
Prange, Jr. New York, Raven Press, 1974, 199 pp., $15.95. 


Lesbianism: A Study of Female Homosexuality, by David H. 
Rosen, M.D. Springfield, Ill, Charles C Thomas, 1974, 120 pp., 
$7.95; $4.95 (paper). 


Dementia in the Presenium, by Andrew Edmund Slaby, M.D., 
M.P.H., and Richard Jed Wyatt, M.D. Springfield, Ill., Charles 
C Thomas, 1974, 214 pp., no price listed. 


Handbook of Leadership: A Survey of Theory and Research, by 
Ralph M. Stogdill. New York, Free Press (Macmillan Publish- 
ing Co.), 1974, 581 pp., $19.95. 


Escape from Custody, by Robert Straus. New York, Harper & 
Row, 1974, 385 pp., $15.00. 


Inside Groups: A Practical Guide to Encounter Groups and 
Group Therapy, by Thomas R. Verny, M.D. New York, 
McGraw-Hill Book Co., 1974, 257 pp., $7.95. 


Children of the Universe: The Tale of Our Existence, by Hoimar 
von Ditfurth, translated by Jan van Heurck. New York, Athe- 
neum, 1974, 290 pp., $10.95. 


Change: Principles of Problem Formulation and Problem Reso- 
lution, by Paul Watzlawick, Ph.D., John Weakland, Ch.E., and 
Richard Fisch, M.D. New York, W.W. Norton & Co., 1974, 
168 pp., $7.95. 


Advances in Sleep Research, vol. 1, edited by Elliot D. Weitz- 


man, M.D. New York, Halsted Press (John Wiley & Sons, dis- 


tributor), 1974, 415 pp., $30.00. 


To Die Is Not Enough, by Donald Delano Wright. Boston, 
Houghton Mifflin Co., 1974, 238 pp., $5.95. 


OFFICIAL ACTIONS 


Position Statement on Medical and Psychiatric Care in Correctional Institutions 


This statement was approved by the Board of Trustees of the 
American Psychiatric Association at its December 14-15, 1973, 
meeting, upon recommendation of the Council on Professions 
and Associations. It was prepared by the Committee on Psychi- 
atry and the Law.' The Executive Committee of the Assembly 
of District Branches endorsed the statement at its meeting on 
February 9, 1974. 


THE AMERICAN PSYCHIATRIC ASSOCIATION recognizes that so- 
called correctional institutions are established by various levels 
of government. Their ability to provide a full range of medical 
(including psychiatric) services varies according to a multitude 
of factors: e.g., public opinion, funding, and administrative 


Position Statement on Barbiturates 


This statement was approved by the Board of Trustees of the 
American Psychiatric Association at its December 14-15, 1973, 
meeting, upon recommendation of the Council on Research and 
Development. It was prepared by Stuart C. Yudofsky, M.D., 
Falk Fellow, for the Council. The Executive Committee of the 
Assembly of District Branches endorsed the statement at its 
meeting on February 9, 1974. 


THE WIDESPREAD ABUSE of barbiturates, whether as a pre- 
scribed medication or an illicitly obtained drug, has prompted 
many physicians as well as government agencies to advocate 
legislation for the removal of barbiturates from the roster of le- 
gally prescribed medications. This has been justified because of 


"The Committee on Psychiatry and the Law included: Stanley L. Port- 
now, M.D., chairman, Herbert A. Raskin, M.D., G.J. Sarwer-Foner, 
M.D., Reginald P. White, M.D., Alyce Gullattee, M.D., Emanuel 
Tanay, M.D., Roger Milborn Johnson, M.D., and Abraham L. Hal- 
pern, M.D.; Prof. Henry H. Foster, Jr., and Mr. Ephraim Gomberg, 
consultants. 


structure in relation to the goals set for a particular institution, 
such as punishment, containment, deterrence, rehabilitation, 
and/or treatment. 

An essential part of a minimum medical care delivery system 
consists of the early detection, diagnosis, treatment, and pre- 
vention of psychiatric illness. Many “correctional” facilities are 
not so structured as to supply this care delivery system even 
minimally. 

It is never part of the penalty imposed upon a prisoner to de- 
prive him of adequate medical (including psychiatric) care. Fur- 
ther, it is never proper to use medical (including psychiatric) 
care for punitive and coercive purposes or as an instrument of 
social repression. The fact of incarceration imposes upon public 
authority the special duty to provide adequate medical services, 
including psychiatric services. Availability of such services 1s 
and should be a right of the incarcerated individual. 


the disastrous effects of acute self-administered overdosage as 
well as the high risk of physiological and psychological depen- 
dence when barbiturates are prescribed for long-term uses. The 
risk-benefit ratio for prolonged use of barbiturates for sedation 
or anti-anxiety agents is unduly high as compared to alternate 
modes of therapy. Furthermore, the increasing abuse of the 
drug by youths as “downs” has raised the already high number 
of deaths by barbiturate overdose. 

Nevertheless, barbiturates remain indicated for certain physi- 
cal disorders and medical procedures. 

For these reasons the American Psychiatric Association op- 
poses the withdrawal of barbiturates from the list of legally pre- 
scribed medications. At the same time APA urges more judi- 
cious prescribing practices by physicians, more effective control 
of the distribution of barbiturates, and better education to mini- 
mize abuse. 
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United Nations Draft Program for a Decade of Action to Combat Racism and 


Racial Discrimination 


The United Nations Commission on Human Rights has ap- 
proved a draft program for a decade of action to combat racism 
and racial discrimination. The years 1973 to 1983 are proposed 
as the decade. The U.N. family of organizations will undertake 
various activities to implement the program: research and stud- 
ies; education, training, and information; coordination, review, 
and appraisal; and reporting. A major feature of the decade will 
be a work conference on combating racism, to be commenced 
as soon as possible but not later than 1978. 

The following is a listing of the goals and objectives of the 
U.N. program, taken from the Report of the Secretary-Gen- 
eral, U.N. General Assembly, 28th session, August 27, 1973. 
The Executive Committee of the Board of Trustees of the 
American Psychiatric Association, meeting on February 18, 
1974, endorsed this resolution in principle and directed that ef- 

forts be made to implement it as it may be applied to combating 
racism and racial discrimination in the United States. The reso- 
lution was presented by the Council on National Affairs on be- 
half of the Committee of Black Psychiatrists.! 


THE ULTIMATE GOALS of the decade are to promote human 


'The Committee of Black Psychiatrists included: James P. Comer, 
M.D., chairman, J. Alfred Cannon, M.D., Hiawatha Harris, M.D., Al- 
vin F. Poussaint, M.D., and Billy E. Jones, M.D.; Mae F. McMillan, 
M.D., consultant. 
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rights and fundamental freedoms for all, without distinction of 
any kind, such as race, color, descent, national or ethnic origin, 
or other status, especially by eradicating racial prejudice, rac- 
ism, and racial discrimination; to arrest any expansion of racist 
policies, to eliminate the persistence of racist policies, and to 
counteract the emergence of alliances based on mutual espousal 
of racism and racial discrimination; to resist any policy and 
practices which lead to the strengthening of the racist regimes 
and contribute to the sustainment of racism and racial discrimi- 
nation; to identify, isolate, and dispel the fallacious and myth- 
ical beliefs, policies, and practices that contribute to racism and 
racial discrimination; and to put an end to racist regimes. 

To this end, appropriate measures should be taken to imple- 
ment fully United Nations instruments and decisions con- 
cerning the elimination of racial discrimination, to ensure sup- 
port for all peoples striving for racial equality, to eradicate all 
forms of racial discrimination, and to pursue a vigorous world- 
wide campaign of information designed to dispel racial prej- 
udice and to enlighten and involve world public opinion in the 
struggle against racism and racial discrimination, emphasizing 
inter alia the education of youth in the spirit of human rights 
and fundamental freedoms and in the dignity and worth of the 
human person and against theories of racism and racial dis- 
crimination. 


OFFICIAL ACTIONS 


Position Statement on the Need to Maintain Long-Term Mental Hospital Facilities 


This statement was approved by the Executive Committee of 
the Board of Trustees of the American Psychiatric Association 
on February 18, 1974, upon recommendation of the Council on 
Professions and Associations. It was prepared by the Com- 
mittee on Liaison with the American Hospital Association.' 
The statement was endorsed by the Council on Mental Health 
Services in January 1974 and by the Executive Committee of 
the Assembly of District Branches in February 1974. 


WHILE WE APPLAUD the trend toward the growing adequacy of 
community resources and the concurrent reduction of the 
patient population in public mental hospitals, we now view with 
considerable concern the trend toward the phasing out of the 
capacity for providing long-term inpatient care and treatment 
for the mentally ill or disabled. 

The American Hospital Association and the American Psy- 
chiatric Association recognize and support the importance of 
continuing to develop and implement new and innovative com- 
munity programs and treatment modalities for the mentally 
disabled. However, at the same time it is essential that we not 
lose sight of the continuing need for a full range or spectrum of 
services which, for a small percentage of patients, includes in- 
termediate and long-term care in a structured hospital-type en- 


'The Committee on Liaison with the American Hospital Association 
included: Gerald R. Clark, M.D., chairman, Raymond W. Waggoner, 


Jr., M.D., Ethel M. Bonn, M.D., Francis de Marneffe, M.D., J. T. May, 


M.D., and Samuel Hibbs, M.D. 


vironment. 

Our reasons for our concern include: 

1. Dehumanization. Pressure to discharge patients from the 
public mental hospital too often results in discharging patients 
without adequate planning, which in turn results in their living 
in substandard and dehumanizing circumstances, be it in nurs- 
ing homes, boarding homes, or the streets of a ghetto. A portion 
of the significantly impaired psychiatric patient population will 
continue to lack the capability of maintaining even a marginal 
adjustment to the community, in spite of vigorous therapeutic 
efforts. 

2. Unbalanced programs. If the mental health center or 
other mental health resource attempts to meet the cemands for 
service for people who have been inappropriately placed in the 
community, it finds it has neither the funds nor the staff to do so 
without diverting these resources from other patients who could 
be helped, or otherwise restricting the other services of a mental 
health center. The unfortunate end result can be a change in the 
primary mission of mental health centers. 

Community mental health centers should be funded and 
staffed to provide a substantial service to the chronically men- 
tally disabled who can be successfully maintained in the com- 
munity; but there must remain the capability for providing 
long-term inpatient treatment for that segment of the patient 
population which cannot maintain even a marginal adjustment 
in the community. 


Heport of the Task Force on Methadone Maintenance and 


Narcotic Blocking Drugs 


This report was approved by the Reference Committee of the 
American Psychiatric Association on November 15-16, 1973. 
It was prepared by the Task Force on Methadone Maintenance 
and Narcotic Blocking Drugs.! 





ON DECEMBER 4, 1972, the U.S. Food and Drug Administra- 
tion published regulations on methadone treatment under an In- 
vestigational New Drug—New Drug Application (IND-NDA) 
regulatory procedure. For the first time, the FDA has spelled 
out requirements for methadone-assisted detoxification of 
opiate addicts, as. well as standards for methadone maintenance 
treatment. Implicit is the development of a de facto licensing 


"The task force included: Roger E. Meyer, M.D., chairman, Abraham 
Wikler, M.D., Herbert Kleber, M.D., Donald F. Klein, M.D., Jerome 
H. Jaffe, M.D., and Joyce Lowenson, M.D.; John C. Kramer, M.D., 
consultant. 


procedure of facilities engaged in methadone treatment. The 
new regulations affirm that methadone substitution in the treat- 
ment of the heroin addict is not a modality to be empioyed by 
the private physician in the course of normal office practice. 
The Task Force on Methadone Maintenance and Narcotic 
Blocking Drugs of the American Psychiatric Association agrees 
with this stand. Physicians wishing to become involved in the 
treatment of heroin addiction can affiliate with established pro- 
grams or assist their communities in the development of new fa- 
cilities. All physicians engaged in such work should become fa- 
miliar with the regulations by inquiring of the U.S. Food and 
Drug Administration, 5600 Fishers Ln., Rockville, Md. 20852. 
Methadone maintenance treatment has rapidly expanded in 
this country since the last official statement of the American 
Psychiatric Association on February 26, 1971. There are cur- 
rently approximately 80,000 patients in active treatment, and 
the roster is rapidly expanding under the impact of federal fund- 
ing. The experiences of many communities have confirmed the 
potential therapeutic value of this treatment for many patients, 
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while affirming the risk involved to the community in in- 
` adequate screening of patients for evidence of current addiction 
or.the indiscriminate availability of take-home medication for 
„many patients. These two problems presumably have led to the 
* published reports in the media of primary methadone addicts 
on the street and a problem of black market methadone. The 
FDA regulations attempt to make practice more rigorous in 
this regard. The task force feels that psychiatrists who partici- 
pate in methadone-assisted treatments (maintenance or detoxi- 
fication) should be even more rigorous in their practice than the 
minimum standards called for by the new regulations and there- 
fore recommends the following measures: 

l. The FDA requires clinics to remain open for six days a 
week and to permit one day's take-home medication from the 
onset of treatment and two day's take-home medication after 
three months. The task force urges that all clinics be open seven 
days a week and permit no take-home medication for at least 
three months. After this period take-home privileges may then 
be granted in accord with FDA regulations but' should be 
granted only when documented employment or homemaking 
responsibilities preclude daily clinic attendance. In other words, 
take-home privileges should be granted in situations in which 
.the patient has demonstrated progress in his rehabilitation and 
` other responsibilities make daily attendance impossible. 

2. No, patient (with the' exception of those coming out of 
prison or hospitals) should be accepted into treatment until he 
. demonstrates signs of abstinence. These include pupillary dila- 
tion, tachycardia, rhinorrhea, gooseflesh, sweating, and sub- 
jective complaints of nausea and malaise. A complete physical 
examination should be done before the patient begins treat- 
ment. Urine analysis for opiates provides confirmatory evi- 
dence of drug dependence but is not of itself diagnostic of a cur- 
- rent state of opiate dependence. Simple voluntary abstinence of 
` 10-14 hours should provide ample diagnostic evidence without 
major discomfort or risk to the patient. Alternatively if the phy- 
sician has experience with the nalorphine or naloxone test, he 
may use one or both of these to diagnose a current state of drug 
dependence. Because of inadequate experience by physicians 
nationwide, however, the tests are not recommended for routine 
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practice and should be employed only by physicians experi- 

enced in their use. Ultimately the final decision on patient ad- 
mission to the program should rest with the clinical judement of 
the physician. 

3. The methadone treatment program should be accom- 
panied by specific adjunctive therapies depending upon individ- 
ual needs, including vocational rehabilitation, group therapy, 
individual therapy, and family counseling. The goals of treat- 
ment should include individual and social rehabilitation. Urine 
should be regularly monitored for all drugs of abuse because of 
the occurrence of poly-drug abuse in this population. The dura- 
tion of such monitoring is currently under review. Meticulous 
follow-up procedures involving field interviews on alf patients 
are highly desirable for proper practice. It is the feeling of the 
task force that proper evaluation is essential for all treatment ` 
programs for the addict (including programs that use meth- 
adone). ie ore 

The duration of methadone maintenance treatment and the 
optimal dose are currently under review. Patients may pre- 
maturely ask to be drug-free in the context of other self-destruc- 


‘tive behavior. The physician should carefully evaluate each 


case. An opiate-free life may be an eventual realizable goal for 
some patients. There are at this time, however, inadequate data 
to specify the optimal duration of methadone maintenance 
treatment. The physician must therefore assess the optimal du- 
ration of methadone treatment in each case, considering 
multiple indices of personal and social adjustment. Moreover, 
the reader should be aware that eventual detoxification from 

methadone maintenance may be prolonged (i.e., in excess of 21 _ 
days) in order to minimize abstinence symptoms and to assist 


the transition to an opiate-free life. In some studies treatment 


averages four to six months. 

Recent work suggests that patients may be as satisfactorily 
maintained on lower methadone doses (50-80 mg./day) as on 
the more traditional higher dose regimens. Additional clinical 
research on the development of longer lasting opiate substitutes 


. (as L-a-acetylmethadol) could lead to significant improvements 


in the treatment system, permitting fewer visits to the clinic 
without the need for take-home medication. 


NORPRAMIN 


(desipramine hydrochloride) 





NORPRAMIN 


desipramine hydrochloride 





naiety is an invidious symptom. It feeds upon 
sickness, gnaws, grows and invades every cranny 
of psychic pathology adding intensity to 
torment. Anxiety as a symptom secondary to 
depression may be so dominant that it obscures 
the primary diagnosis. It may suggest treatment 
with tranquilizers which often help. But as the 
vampire of legend had to have a laurel stake 
driven through its heart to truly die, so anxiety 
secondary to depression will not cease to nibble and 
bite until an antidepressant eradicates the 


primary illness—and sym ptomatic anxiety starves. 








IN BRIEF: 


indications: Norpramin® (desipramine 
hydrochloride) is indicated for the relief 
of depressive symptoms. Endogenous 
depressions are more likely to be alle- 
viated than others. 

Contraindications: Desipramine hydro- 
chloride should not be given within two 
weeks of treatment with a monoamine 
oxidase inhibitor. Contraindications in- 
clude the acute recovery period follow 
ing myocardial infarction and hypersen- 
sitivity to the drug. Cross sensitivity 
with other dibenzazepines is a possi- 
bility 

Warnings: 1. Extreme caution should be 
used in patients: (a) with cardiovascular 
disease, (b) with a history of urinary re- 
tention or glaucoma, (c) with thyroid 
disease or those on thyroid medication 
(d) with a history of seizure disorder. 2 
This drug is capable of blocking the 
antihypertensive effect of guanethidine 
and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnan- 
cy and lactation has not been estab- 
lished. 4. Use in Children: Norpramin" 
(desipramine hydrochloride) is not rec- 
ommended for use in children. 5. This 
drug may impair the mental and/or phy 
sical abilities required for the perform- 
ance of potentially hazardous tasks such 
as driving a car or operating machinery 
Therefore, the patient should be cau- 
tioned accordingly 

Precautions: This drug should be dis- 
pensed in the least possible quantities 
to depressed outpatients, since suicide 
has been accomplished with drugs of 
this class. If possible, dispense in child- 
resistant containers. It should be kept 
out of reach of children. Reduce dos- 
age, or alter treatment, if serious ad- 
verse effects occur. Norpramin* 
(desipramine hydrochloride) therapy in 
patients with manic-depressive illness 
may induce a hypomanic state after the 
depressive phase terminates and may 
cause exacerbation of phychosis in 
schizophrenic patients. Use cautiously 
with anticholinergic or sympathomimetic 
drugs. Response to alcoholic beverages 
may be exaggerated. In the concurrent 
administration of ECT and antidepres 
sant drugs one should consider the 
possibility of increased risk relative to 
benefits. Discontinue as soon as pos- 
sible prior to elective surgery because 
of possible cardiovascular effects Hy- 
pertensive episodes have been observed 
during surgery in patients on desipra- 
mine hydrochloride. Leukocyte and dif- 
ferential counts should be performed in 
any patient who develops fever and sore 
throat during therapy; the drug should 
be discontinued if there is neutropenia 
Adverse Reactions: Cardiovascular: hy- 
potension, hypertension, tachycardia, 
palpitation, arrhythmias, heart block, 
myocardial infarction, stroke Psychi 
atric: confusional states (especially in 
the elderly), hallucinations, disorienta- 
tion. delusions; anxiety, agitation; in- 
somnia and nightmares; hypomania; ex- 
acerbation of phychosis. Neurologica 

paresthesias of extremities; incoordina- 
tion, ataxia, tremors, peripheral neuro- 
pathy; extrapyramidal symptoms, sel- 
zures; alteration in EEG patterns; tinni- 
tus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; 
blurred vision, disturbance of accommo- 
dation, mydriasis; constipation, paraly- 
tic ileus: urinary retention, delayed mic- 
turition, hypotonic bladder. Allergic 

skin rash, petechiae, urticaria, itching 
photosensitization, edema (of face and 
tongue or general), drug fever. Hema- 
tologic: agranulocytosis, eosinophilia, 
purpura, thrombocytopenia Gastrointes- 
tinal: anorexia, nausea and vomiting 
epigastric distress, peculiar taste, ab- 
dominal cramps, diarrhea, stomatitis 
black tongue. Endocrine: gynecomastia, 
breast enlargement and galactorrhea in 
the female; increased or decreased libi- 
do, impotence, testicular swelling; ele- 
vation or depression of blood sugar 
levels. Other: jaundice (simulating ob- 
structive), altered liver function; weight 
gain or loss; perspiration, flushing; uri- 
nary frequency, nocturia; parotid swell- 
ing; drowsiness, dizziness, weakness 
and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative 
of addiction, abrupt cessation after pro- 
longed therapy may produce nausea 
headache and malaise. 

Dosage and Administration: The usual 
adult dose: 50 mg. three times daily; in- 
crease if necessary after 7 to 10 days to 
maximum of 200 mg. daily. Dosages 
above 200 mg. per day are not recom- 
mended. Maintenance: At a lower dose 
adequate to maintain remission. Adoles- 
cent and geriatric patient dose: 25 to 50 
mg. daily if necessary. 

Overdosage: There is no specific anti- 
dote for desipramine, nor are there 
specific phenomena of diagnostic value 
characterizing poisoning by the drug. 
The principles of management of coma 
and shock by means of the mechanical 
respirator, cardiac pacemaker, monitor- 
ing of central venous pressure and regu- 
lation of fluid- and acid-base balance 
are well known in most medical centers 
if heart failure is imminent, digitalize 
promptly. 
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Mental Illness 
In 
Later Life 


by Ewald W. Busse, M.D. 
Eric Pfeiffer, M.D. 


A comprehensive, practical guide for the practicing physician about the emotional problems of the 
aged patient. Included are pragmatic suggestions for interviewing, diagnosis, treatment, and sup- 
portive care, with consideration of social, cultural, and psychological factors. A special 
Question-and-Answer section is a valuable supplement. 


"The 12 well written chapters of this book, all by knowledgeable investigators in the field of geriatric 
mental illness, offer both an overall review of the current status of the field and more detailed infor- 
mation on such specialized topics as the demography of aging, the epidemiology of geriatric 
mental disorder, diagnostic procedures of the evaluation of brain impairment, social and psycho- 
logical aspects of mental illness in the aged, insurance coverage for mental illness in later life, 
organic and functional geriatric mental disorders, physical changes with aging and their relation- 
ship to mental functioning, and institutional and ambulatory treatment of the aged mentally ill. 
The content and approach make the volume appropriate and useful reading both for psychiatrists, 
who have paid too little attention to the psychiatric problems of the aged, and for social workers, 
psychologists, nurses, and other personnel who deal with the elderly mentally ill. Pragmatic sug- 
gestions are made for interviewing, diagnosis, treatment, and supportive care, and there is ade- 
quate emphasis on social, psychologic, and cultural factors. The Question and Answer section of 
the book is an especially valuable supplement, especially to readers whose interest is primarily 
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evaluated this drug as Effective as an 
adjunct in the therapy of the indications 
listed below under SEQUELS. 


“INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sus- 
tained release form by the National 
Academy of Sciences-Nationol Re- 
search Council and/or other informo- 
tion, FDA has classified the indications 
as follows: Probably effective as an 


Tablets and Elixir: Indications; FDA has 
| 


adjunct in the therapy of all forms of 
parkinsonism (postencephalitic, ote- 
nioscierotic, and idiopathic) and for the 
use in the prevention or control of exta- 
pyramidal disorders due to central 
nervous system drugs such as reserpine 
and phenothiazines. 





WARNING: 

Patients tobe treated shouic have a gonio- 
scope evaluation and close monitoring of 
iniraocular pressures at regular periodic 
intervals. 

Precautions: Patients with cardiac, live: or 
kidney disorders orwith hypertension should 
be maintained under close observation. In 
long-term therapy, take care to avoid 
allergic and other untoward reactions. Use 
with caution in patients with glaucoma, ob- 
structive disease of the gastrointestinal or 
genitourinary tracts and in elderly males 
with possible prostatic hypertrophy. Geri- 
atric patients require strict dosage requia- 
tion. Incipient glaucoma may be 
precipitated, Periodic gonioscopic eval- 
uations in ail patients fo be treated with 
this or any related drug is advised. 
Adverse Reactions: Such effects as dry- 
ness of mouth, blurring of vision, dizziness, 
nausedaornervousness will be experienced 
by 30 to 50 percent of patients. (These tend 
to lessen and can often be controlled by 
adjusting dosage.) isolated instances of 
suppurative parotitis, skin rashes, dilatation 
of the colon, paralytic ileus, delusions. 
hallucinations and paranoia (4 doubtful 
case! have been reported., Patients with 
arteriosclerosis or with a history of idiosyn- 
ctasy to drugs may exhibit mental con- 
fusion, agitation. disturbed behavior, 
ornauseaand vomiting. fa severe reoc 
fionoccurs, discontinue drug fora few days, 
then resume at lower dosage. Psychiatric 
disturbances can result from overdosage 
to sustain euphoria. Side effects of any i 





E AFTANE* Trihexyphenidyl HCI. It can prevent or reverse the le dd s ugly : 
sometime dehumanizing extrapyramidal effects of the anti- tachycardia, dilation of the pupil in- 
Psychotic drugs. lil But without the drug buildup potential of vomiting and headache, Angie-closurs 
cumulative action anticholinergics. lil And at lower cost. glaucoma due to long-term treatment 


with this drug has been reporied, 


Tablets: ® 
2mgand5mg 

Elixir: | 
2 mg/5 cc with 0.08% methyl- | 
paraben, 0.02% propylpara- | 


ben and 5% Alcohol as 


preservatives, 
gauas" TRIHEXYPHENIDYL HCI 
Sustained Release Cap- 


eed TO REMOVE THE "CHEMICAL STRAITJACKET" 


l Lederle LEDERLE LABORATORIES, A Division of American Cyanamid Co. Pear River, N.Y. 10965 
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Each cc. contains 100 mg. thioridazine HCI, U.S.P., 
and alcohol 4.2% by volume 


* Antipsychotic effectiveness 
« improved flavor 
* Convenient administration to 
uncooperative patients 
* Accurate dosage (dropper calibrated 
to deliver 100,150, or 200 mg.) 
* Greater assurance of ingestion 
* Rapid onset of action 
* Low viscosity 


ril ! 


Before prescribing or administering, see Sandoz literature Tor full product 
information. The following is a brief summary. 

Contraindications: Severe central nervous system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. | 
Warnings: Administer cautiously to patients who have previously 
exhibited a hypersensitivity reaction (e.g., blood dyscrasias, jaun- 
dice) to phenothiazines. Phenothiazines are capable of potentiating 
central nervous system depressants (e.g., anesthetics, opiates, al- 
cohol, etc.) as well as atropine and phosphorus insecticides, Dur- 
ing pregnancy, administer only when the potential benefits exceed 
the possible risks to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. in epileptic pa- 
tients, anticonvulsant medication should also be maintained, Pig- 
mentary retinopathy may be avoided by remaining within the rec- 
ommended mits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete menta! alertness (e.g., 
driving, and increase dosage gradually. Orthostatic hypotension 
is more common in females than in males. Do not use epinephrine 
in treating drug-induced hypotension since phenothiazines may in- 
duce a reversed epinephrine effect on occasion, Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 
conditions. 

Store and dispense Concentrate below 86? F; use tight, amber 
glass bottle. Just prior to administration, Concentrate may be 
diluted with distilled water, acidified tap water, or suitable juices; 
preparation and storage of bulk dilutions is not recommended. 
Adverse Reactions: Central Nervous System--Ürowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkin- 
sonism and other extrapyramidal symptoms; nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and head- 
ache. Autonomic Nervous System—Dryness of mouth, blurred vi 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, 
and pallor. Endocrine System —Galactotrhea, breast engorgement, 
amenorrhea, inhibition of ejaculation, and peripheral edema. Stin- 
Dermatitis and skin eruptions of the urticarial type, photosensi- 
tivity. Cardiovascular System—ECG changes (see Cardiovascular Ef- 
fects below). Other—A single case described as parotid swelling. 
The following reactions have occurred with phenothiazines anc 
should be considered: Autonomie Reactions—Miosis, obstipation, 
anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. B/eod Oyscras/as—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. Allergic Reactions —Fever, laryngeal edema, 
angioneurotic edema, asthma. Hepatotoxicity—laundice, biliary 
Stasis. Cardievascular Effects—Changes in terminal portion of eleg- 
trocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively 
identified as a bifid T or a U wave have been observed with pheno- 
thiazines, including Meilaril (thioridazine); these appear to be re- 
versible and due to altered repolarization, not myocardial damage. 
While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several 
sudden and unexpected deaths apparently due to cardiac arrest 
have occurred in patients showing characteristic electrocardio- 
graphic changes while taking the drug. While proposed, periodic 
electrocardiograms are not regarded as predictive. Hypotension, 
rarely resulting in cardiac arrest. Extrapyramidal Symptoms —Akathi- 
sia, agitation, motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, tremor, muscular rigid- 
ity, and akinesia. Persistent Tardive Dyskinesia —Persistent and 
sometimes irreversible tardive dyskinesia, characterized by rhyth- 
mical involuntary movements of the tongue, face, mouth, or jaw 
(e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, 
chewing movements) and sometimes of extremities may occur on 
long-term therapy or after discontinuation of therapy, the risk be- 
ing greater in elderly patients on high-dose therapy, especially 
females; if symptoms appear, discontinue all antipsychotic agents. 
Syndrome may be masked if treatment is reinstituted, dosage is 
increased, or antipsychotic agent is switched. Fine vermicular 
movements of tongue may be an early sign, and syndrome may 
not develop if medication is stopped at that time, fedecrine Dis- 
turbances--Menstrual irregularities, altered libido, gynecomastia, 
lactation, weight gain, edema, false positive pregnancy tests, 
Urinary Disturbances—Retention, incontinence. Others —Hyperpy- 
rexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pigmentation of skin 
or conjunctiva and/or accompanied by discoloration of 
exposed sclera and cornea; stellate or irregular opacities 

of anterior lens and cornea; systemic lupus erythema- 

tosus-like syndrome. 71732 SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 
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practical measures 
in support of sleep 


Care & 
Affection 


Many patients have a strong crav- 
ing for affection that, if not satisfie 
can interfere with sleep. This cant 
particularly true among partnei 
of long-enduring marriage. Ay 
who feels neglected may lie 
awake beside her soundly 
sleeping husband, or vice 
versa, because of a failure on 
the part of one to meet the 


other's needs. 


All that may be required 
to treat the mild insomnia 
in this type of patient is 
some old-fashioned mar- 
riage counseling: to encour- 
age intimacy, to prolong con- 
tact, to express loving care. By 
a simple increase in emotional 
warmth at day's end, when the 
fatigue level is high, both partners 
may get the necessary assurance and 
relaxation for a full nights sleep. 
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a complement 


to practical sleep 


Measures 


treating sleep disturbance 
reliably Should this type of patient fail to 


respond to first steps and continue to experience 
difficulty in falling asleep and staying asleep, 2 
hypnotic may be called for. Noludar 300 —with 
over 19 years of reliable use behind it — usually 
induces sleep within 45 minutes. Noludar can 
promote an uninterrupted sleep of from 5 to 8 
hours duration. The patient generally wakes 
refreshed without morning-after “hang-over” 


with a careful concern for 
safety while Noludar 300 is a 


Schedule III controlled medication, it is not a 
barbiturate or a methaqualone. Use caution in 
administering to individuals known to be 
addiction-prone or those whose history suggests 
they may increase the dosage on their own 
initiative. 


benefits for the elderly 


Noludar 300 is well suited to the elderly. On 


recommended dosage (1 capsule before retiring), 


paradoxical excitation has been rare. There has 
been little suppression of respiratory or 
cardiovascular function. 


Before prescribing, please consult Complete Product 
Information, a summary of which follows: 
INDICATION: As a hypnotic for relief of insomnia of 
varied etiology. 

CONTRAINDICATIONS: Patients with known hyper- 


sensitivity to the drug. 





WARNINGS: Caution patients about combined effects 
with alcohol and other CNS depressants. Caution 
against hazardous occupations requiring complete 
mental alertness, such as operating machinery or 
driving a motor vehicle shortly after ingesting the drug. 


Physical and Psychological Dependence: Physical and 
psychological dependence have been reported infre- 
quently. Withdrawal symptoms, when they occur, tend 
to resemble those associated with withdrawal of bar- 
biturates and should be treated in a similar fashion. 
Use caution in administering to individuals known to 
be addiction-prone or those whose history suggests they 
may increase the dosage on their own initiative. Repeat 
prescriptions should be limited without adequate 
medical supervision. 

Usage in Pregnancy: Weigh potential benefits in 
pregnancy, during lactation, or in women of child- 
bearing age against possible hazards to mother and 


child. 


Usage in Children: Not recommended in children 
under 3 months of age. 


PRECAUTIONS: Total caily intake should not exceed 
400 mg, as greater amounts do not significantly increase 
hypnotic benefits. Observe usual precautions in hepatic 
or renal disorders. Perform periodic blood counts if 
used repeatedly or over prolonged periods. 


ADVERSE REACTIONS: At recommended dosages, 
there have been rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gastric upset 

(including diarrhea, esophagitis, nausea and vomiting), 
headache, paradoxical excitation and skin rash. There 
have been a very few, isolated reports of neutropenia 
and thrombocytopenia; however, the evidence does not 
establish that these reactions are related to the drug. 


SUPPLIED: Capsules containing 300 mg methyprylon. 
Tablets containing 200 mg or 50 mg methyprylon. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Tofranil-PM 


imipramine pamoate 


Capsules of 150,125, 100 
and 75 mg. 





Provides the therapeutic 
effectiveness of divided daily 
doses with no loss of safety. 


*Each capsule contains imipramine pamoate equivalent to 
150, 125, 100 or 75 mg. of imipramine hydrochloride. 


1 One dose lasts from bedtime to bedtime. 


For single-dose therapy in depression e offers the therapeutic equivalency of 
when the dosage is established. divided daily doses of Tofranil’, 
imipramine hydrochloride, with no 

e for many patients, the 150-mg. capsule loss of efficacy or safety. 

may be the most effective single 

daily dose. e has the convenience and flexibility 

of a full range of single daily dosage 

e may markedly reduce the probability . Strengths. 


of missed doses. 


| e savestime and cost of dosage admin- 
e offers dosage convenience that istration in the hospital. 
assures greater patient cooperation. 


Please read the prescribing information 





e becomes part of the regular bedtime for details of usage, precautions, warn- 
routine — making it easier to establish ings, contraindications, adverse experi- 
a more reliable pattern of self-med- ences, and dosage recommendations. A 


ication. summary appears on the following page. 


imipramine pamoate 


Tofranil- PM Geigy 


Capsules of 150, 
125,100 and 75 mg. 


*Each capsule contains imipramine pamoate 
equivalent to 150, 125, 100 or 75 mg. of imipra- 
mine hydrochloride. 


One dose lasts from bedtime to bedtime. 


Tofranil-PM? 

brand of imipramine pamoate 

Tofranil? 

brand of imipramine hydrochloride USP 


Indications: For the relief of symptoms of 
depression. Endogenous depression is more 
likely to be alleviated than other depressive 
states. 

Contraindications: The concomitant use of 
monoamine oxidase inhibiting compounds is 
contraindicated. Hyperpyretic crises or severe 
convulsive seizures may occur in patients re- 
ceiving such combinations. The potentiation 
of adverse effects can be serious, or even 
fatal. When it is desired to substitute Tofranil, 
brand of imipramine hydrochloride, in patients 
receiving a monoamine oxidase inhibitor, as 
long an interval should elapse as the clinical 


situation will allow, with a minimum of 14 days. 


initial dosage should be low and increases 

should be gradual and cautiously prescribed. 

The drug is contraindicated during the acute 

recovery period after a myocardial infarction. 

Patients with a known hypersensitivity to this 

compound should not be given the drug. The 

possibility of cross-sensitivity to other dibenz- 
azepine compounds should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of 

imipramine during pregnancy and lactation 

has not been established; therefore, in admin- 
istering the drug to pregnant patients, nursing 
mothers, or women of childbearing potential, 
the potential benefits must be weighed 
against the possible hazards. Animal repro- 
duction studies have yielded inconciusive 
results. There have been clinical reports of 
congenital malformation associated with the 
use of this drug, but a causal relationship has 
not been confirmed. 

Extreme caution should be used when this 

drug is given to: 

— patients with cardiovascular disease be- 
cause of the possibility of conduction de- 
fects, arrhythmias, myocardial infarction, 
strokes and tachycardia; 

— patients with increased intraocular pres- 
sure, history of urinary retention, or history 
of narrow-angle glaucoma because of the 
drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid 
medication because of the possibility of 
cardiovascular toxicity: 

— patients with a history of seizure disorder 
because this drug has been shown to lower 
the seizure threshold: 

—patients receiving guanethidine or similar, 
agents since imipramine may biock the 
pharmacologic effects of these drugs. 

: Usage in Children: Pending evaluation of re- . 
sults from clinical trials in children, Tofranil, 
brand of imipramine hydrochloride, is not 
recommended for treatment of depression in 
patients under twelve years of age. 
Tofranil-PM, brand of imipramine pamoate, 
should not be used in children of any age 
because of the increased potential for acute 
overdosage due to the high unit potency 
(75 mg., 100 mg., 125 mg. and 150 mg.). Each 
capsule contains imipramine pamoate equiva- 
lent to 75 mg., 100 mg., 125 mg. or 150 mg. 
imipramine hydrochloride. 

Since imipramine may impair the mental and/ 

or physical abilities required for the perform- 

ance of potentially hazardous tasks, such as 
operating. an automobile or machinery, the 
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patient should be cautioned accordingly. 
Precautions: It should be kept in mind that 
the possibility of suicide in seriously de- 
pressed patients is inherent in the illness and 
may persist until significant remission occurs. 
Such patients should be carefully supervised 
during the early phase of treatment with 
Tofranil, brand of imipramine hydrochloride, 
and may require hospitalization. Prescriptions 
should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, 
particularly in patients with cyclic disorders. 
Such reactions may necessitate discontinu- 
ation of the drug. If needed, Tofranil, brand of 
imipramine hydrochloride, may be resumed in 
lower dosage when these episodes are re- 
lieved. Administration of a tranquilizer may be 
useful in controlling such episodes. 

Prior to elective surgery, imipramine hydro- 
chloride should be discontinued for as long as 
the clinical situation will allow. 

An activation of the psychosis may occasion- 
ally be observed in schizophrenic patients and 
may require reduction of dosage and the addi- 
tion of a phenothiazine. 

in occasional susceptibie patients or in those 
receiving anticholinergic drugs (including 
antiparkinsonism agents) in addition, the 
atropine-like effects may become more pro- 
nounced (e.g., paralytic ileus). Close super- 
vision and careful adjustment of dosage is 
required when this drug is administered con- 
comitantly with anticholinergic or sympatho- 
mimetic drugs. 

Avoid the use of preparations, such as decon- 
gestants and local anesthetics, which contain 
any sympathomimetic amine (e.g., adrenalin, 
noradrenalin), since it has been reported that 
tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomi- 
tant use of alcoholic beverages may be 
associated with exaggerated effects. 

Both elevation and lowering of blood sugar 
levels have been reported. 

Concurrent administration of imipramine with 
electroshock therapy may increase the haz- 
ards; such treatment should be limited to 
those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing 
which follows includes a few adverse reac- 
tions which have not been reported with this 
specific drug, the pharmacological similarities 
among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered 
when imipramine is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke, falls. 
Psychiatric: Confusianal states (especially in 
the eiderly) with hallucinations, disorienta- 
tion, delusions; anxiety, restlessness, agita- 
tion; insomnia and nightmares; hypomania; 
exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthe- 
sias of extremities; incoordination, ataxia, 
tremors; peripheral neuropathy; extrapyram- 
idal symptoms; seizures, alterations in EEG 
patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, asso- 
ciated sublingual adenitis; blurred vision, dis- 
turbances of accommodation, mydriasis; con- 
stipation, paralytic ileus; urinary retention, 


delayed micturition, dilation of the urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive expo- 
sure to sunlight); edema (general or of face 
and tongue); drug fever; cross-sensitivity with 
desipramine. 

Hematologic: Bone marrow depression includ- 
ing agranulocytosis; eosinophilia; purpura; 
thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient 
who develops fever and sore throat during 
therapy; the drug should be discontinued if 
there is evidence of pathological neutrophil 
depression. 

Gastrointestinal: Nausea and vomiting, ano- 


rexia, epigastric distress, diarrhea; peculiar 


taste, stomatitis, abdominal cramps, black 
tongue. 

Endocrine: Gynecomastia in the male; breast 
eniargement and galactorrhea in the female; 
increased or decreased libido, impotence; 
testicular swelling; elevation or depression of 
blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency; 
drowsiness, dizziness, weakness and fatigue; 
headache; parotid swelling; alopecia. 
Withdrawal Symptoms: Though not indicative 
of addiction, abrupt cessation of treatment 
after prolonged therapy may produce nausea, 
headache and malaise, 

Dosage and Administration: Lower dosages 
are recommended for elderiy patients and 
adolescents. Lower dosages are also recom- 
mended for outpatients as compared to hos- 
pitalized patients who will be under close 
supervision. Dosage should be initiated with 
Tofranil, brand of imipramine hydrochloride, 
at a low level and increased gradually, noting 
carefully the clinical response and any evi- 
dence of intolerance. Following remission, 
maintenance medication may be required for 
a longer period of time, at the lowest dose 
that will maintain remission. 

Once-a-day maintenance dosage can be pro- 
vided with Tofranil-PM, brand of imipramine 
pamoate, capsules if this dosage has been 
established as explained above. This dose 
may be given at bedtime, For the occasional 
patient who manifests stimulation and insom- 
nia with this dosage regimen, the capsules 
may be given in the morning. 

Parenteral administration should be used 
only for starting therapy in patients unable or 
unwilling to use oral medication. The oral 
form should supplant the injectable as soon 
as possible. 

How Supplied: Tofranil, brand of imipramine 
hydrochioride: Round tablets of 25 and 


. 50 mg; triangular tablets of 10 mg.; and am- 


puls, each containing 25 mg. in 2 cc. for LM. 
administration. 5 
Tofranii-PM, brand of imipramine pamoate: 
Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equiva- 
lent to 75, 100, 125 or 150 mg. of imipramine 
hydrochloride.) (B) 98-146-850-P (2/74) 


For complete details, including dosage and 
administration, please reter to the full pre- 
scribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Corporation 
Ardsley, New York 10502 
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Three new JIS publications: 
THE TREATMENT OF DRUG ABUSE — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Jerome H. Jaffe, James N. Sussex, John Ball, Leon Brill 


What can a community that wants to do something about a perceived drug abuse problem reasonably expect to get for 
its efforts? That is the question the authors undertook to answer through a field study that consisted of visits to nine 
programs operating more than forty facilities and components for various categories of persons who use drugs — 
mainly narcotics. They conclude that no single one of the presently available approaches can be expected to be success- 
ful with more than a small percentage of the drug-abusing population, and all approaches combined will have an "undoubt- 
edly limited" effect. Rather than take a position for or against any particular treatment approach, they discuss the 
positive and negative features of each. A wealth of significant detail is provided about a number of well.known pro- 
grams, with an objectivity that has been altogether too rare in this field. The authors set forth one reasonable sequence 
that might be followed by communities seeking to establish various drug treatment resources that will be appropriate 
for their particular needs. 

. an excellent guide to the treatment of drug addiction for those wishing to learn about the field and for those 


i in its evaluation. 2 ] d 
interested in its evalua —Social Science & Medicine 


. a well-written, authoritative source of invaluable information that should be read by physicians, politicians, and 
community leaders. —Journal of the American Medical Association 
250 pages $7.00 


CHILDREN AND MENTAL HEALTH CENTERS — 


Programs, Problems, Prospects 
AUTHORS: Raymond Glasscote, Michael Fishman, Meyer Sonis 


This tenth in a series of Joint Information Service field studies of mental health programs focuses on the efforts of fed. 
erally assisted mental health centers to meet the needs of children and adolescents, both through direct treatment services 
and through consultation programs that seek to enhance the competence of numerous kinds of persons who have an 
important influence on the lives of children. Based on visits by the authors and consultants to eight outstanding 
programs, this volume also incorporates the findings of a questionnaire survey to all federally supported community mental 
health centers. It also provides a full but concise history of treatment efforts for young people in this country, and, 
most important, it sets forth a hypothetical comprehensive program that is broader than any single program presently 
operating in the United States. 

257 pages $7.00 


ELEVEN INDICES 


PREPARED BY Charles Kanno 


This "aid in reviewing state and local mental health and hospital programs” is a successor to the long-established Fifteen 
Indices, published by the Joint Information Service since 1956. The new version eliminates some of the indices that are no 
longer applicable in view of changes in the mental health delivery system, adds new ones, and uses a different reporting 
form for others. If provides state-by-state data for expenditures for mental health programs, hospitalization rates, re- 
habilitated mental illness clients, percent of population living in community mental health center catchment areas, and so 
on. In addition, a separate profile is provided for each state, indicating its performance against the national averages. 
83 pages $4.00 


Published by 





The Joint Information Service 
of the American Psychiatric Association 
and the National Association for Mental Health 


Please send me: 





-— topy(ies) of The Treatment of Drug Abuse, Order #197, @ $7.00 each (casebound) 
nd — copy(ies) of Children and Mental Health Centers, Order #172, @ $7.00 each (casebound) 
ml lE. - copy(ies) of Eleven Indices, Order #212, @ $4.00 each (paperbound) 

OR ........... ONE COPY EACH OF ALL THREE FOR $15.00. 


[] Bill me [3 Check enclosed 
(PLEASE PRINT) 
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sr ee RN, ||  ———————— ERR J 
Send coupon to: AMERICAN PSYCHIATRIC ASSOCIATION 


Publications Services Division 
1700 Eighteenth Street, N.W. 674AJP 
Washington, D.C. 20009 
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Released from symptoms 
of psychotic depression... 





Productive again. 


By helping to reduce the relatively rare with Navane. 
frequency and intensity of Extrapyramidal symptoms 


psychotic symptoms, Navane have been reported, but 
(thiothixene) often permits are usually controlled by 
resumption of more normal, reduction in dosage 


more productive living. and/or administration of 
The antipsychotic antiparkinson drugs. 

effectiveness of Navane— Once you've controlled 

with relatively little acute psychosis or psychotic 


drowsiness—helps patients depression, some patients can 


remain more active, more be maintained on a simple 


alert, better able to meet the — once-a-day dose. This once-a- 
ordinary demands of life. day regimen can reduce the 


Cardiovascular side effects risk of missed 


such as hypotension and doses withno RO@GRIG Gap 
nonspecific EKG changes are loss of efficacy. NewYork NewYork i007 > 
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Navane 
(thiothixene) (thiothixene hvdroch loride) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg./Coffcentrate 5 mg./cc. 
Once-a-day- to help control 
symptorns of psychosis 


For prescribing information, including adverse reactions and contraindications please see follo wing page of this advertisement. 


ASS 





PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. 
(thiothixene hydrochloride) 

Concentrate 5 mg./cc., Intramuscular 2 mg./cc. 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the treat- 
ment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane 
(thiothixene), there was some decrease in concep- 
tion rate and litter size, and an increase in resorp- 
tion rate in rats and rabbits, changes which have 
been similarly reported with other psychotropic 
agents. After repeated oral administration to rats 
(5 to 15 mg./kg./day), rabbits (3 to 50 mg./kg./ 
day), and monkeys (1 to 3 mg./kg./day) before 
and during gestation, no teratogenic effects were 
seen. (See Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially haz- 
ardous tasks such as driving a car or operating 
machinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
(thiothixene) may mask signs of overdosage of 
toxic drugs and may obscure conditions such as 
intestinal obstruction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. AI- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution in 
patients who are known or suspected to have glau- 
coma, or who might be exposed to extreme heat, 
or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular 
disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
[thiothixene] for prolonged periods). Blood dys- 
crasias (agranulocytosis, pancytopenia, thrombo- 
cytopenic purpura), and liver damage (jaundice, 
biliary stasis), have been reported with related 
drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration— As with all in- 
tramuscular preparations, Navane (thiothixene hy- 
drochloride) Intramuscular should be injected well 
within the body of a relatively large muscle. The 
preferred sites are the upper outer quadrant of 
the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 
developed such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower- and mid-thirds of the 
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upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 

Adverse Reactions. Note: Not all of the follow- 
ing reactions have been reported with Navane. 
However, since Navane has certain chemical and 
pharmacologic similarities to the phenothiazines, 
all of the known side effects and toxicity associ- 
ated with phenothiazine therapy should be borne 
in mind when Navane (thiothixene) is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical fur- 
ther lowering of blood pressure may result. Non- 
specific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The clinical significance 
of these changes is not known. 

CNS eflects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane. 
Seizures and paradoxical exacerbation of psy- 
chotic symptoms have occurred with Navane in- 
frequently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: Although not re- 
ported with Navane, certain antipsychotic agents 
have been associated with persistent dyskinesias, 
Tardive dyskinesia may appear in some patients 
on long term therapy or may occur after drug 
therapy has been discontinued. The risk seems to be 
greater in elderly patients on high dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. 
The syndrome is characterized by rhythmical in- 
voluntary movements of the tongue, face, mouth 
or jaw (e.g. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involun- 
tary movements of extremities. 

There is no known effective treatment for tar- 
dive dyskinesia; antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attrib- 
utable to Navane (thiothixene) have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Although not 
experienced with Navane, exfoliative dermatitis 
and contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in dos- 
age or the discontinuation of therapy. Phenothia- 
zines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have 
occurred infrequently with Navane therapy. Phe- 
nothiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, 
nausea, vomiting, diarrhea, increase in appetite 
and weight, weakness or fatigue, polydipsia and 


Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg., 2 mg., 


Concentrate: 5 mg./cc. 
5 mg., 10 mg., 20 mg. 


Intramuscular: 2 mg./cc. 


peripheral edema. 

NOTE: Sudden deaths have occasionally been 

reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration because safe conditions for its use 
have not been established. 
Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Usage in children under 12 years of age is not 
recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane (thiothixene hydrochloride) 
may be indicated. It is also of benefit where the 
very nature of the patient's symptomatology, 
whether acute or chronic, renders oral administra- 
tion impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medi- 
cation, the usual dose is 4 mg. of Navane Intra- 
muscular administered 2 to 4 times daily. Dosage 
may be increased or decreased depending on re- 
sponse. Most patients are controlled on a total 
daily dosage of 16 to 20 mg. The maximum rec- 
ommended dosage is 30 mg./day. An oral form 
should supplant the injectable form as soon as 
possible. It may be necessary to adjust the dosage 
when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for 
Navane Capsules and Concentrate appear in the 
following paragraphs. 

Navane Capsules: Navane Concentrate—In 
milder conditions, an initial dose of 2 mg. three 
times daily. If indicated, a subsequent increase to 
15 mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 
5 mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. 
If indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial re- 
sponse. 

Some patients have been successfully maintained 
on once-a-day Navane (thiothixene) therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and sup- 
portive, For Navane oral, early gastric lavage 
is helpful. For Navane oral and intramuscular, 
keep patient under careful observation and main- 
tain an open airway, since involvement of the 
extrapyramidal system may produce dysphagia 
and respiratory difficulty in severe overdosage. 
If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I.V. 
fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor action of these agents 
and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine. or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extrapy- 
ramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. Navane is also 
available as capsules containing 20 mg. of thio- 
thixene, in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 cc. (4 oz.) bottles with 
an accompanying dropper calibrated at 2 mg., 4 
mg., 5 mg., 6 mg., 8 mg. and 10 mg. Each cc. 
contains thiothixene hydrochloride equivalent to 
S mg. of thiothixene. Contains alcohol, U.S.P. 
7.096 v/v. (small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg. of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v. 
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One day the scariest thing about 
cancer may be the needle that 
makes you immune to it. 

The theory: build up the body's 
defense to fight off a disease natu- 
rally. 

Dramatic research in this di- 


rection is going on right now. 

Scientists are working on mech- 
anisms to make the body reject 
cancer. 

And the promise for the future 
is staggering. 

Wouldn’t you feel good knowing 


American Cancer Society 


THIS SPALLE CONTRIBUTED BY THE PUBLISHER AS A PLSLIC SERVICE. 





you contributed to the research? 

Feel good. 

Please contribute. Your dollars 
will help further all our cancer 
research. 

We want to wipe out cancer in 
your lifetime. 
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FROM THE UN 
TO THE REAL 


WiH n : em em anagement Precautions: Use cautiously in persons with cardiovascular, 


liver or chronic respiratory disease, or with acute respiratory 


* 
of psychotic symptoms infections. Due to cough reflex suppression, aspiration of 


vomitus is possible. May prolong or intensify the action of 
C.N.S. depressants, organophosphorus insecticides, heat, 







« Decreases delusions, auditory and atropine and related drugs. (Reduce dosage of concomitant 

visual hallucinations C.N.S. depressants.) Anticonvulsant action of barbiturates 

is not intensified. Antiemetic effect may mask signs of 

« Lessens unusual thought content, toxic drug overdosage or physical disorders. Discontinue 

paranoid ideation high-dose, long-term therapy gradually. 

: : : Patients on long-term therapy, especially high doses, should 

g Allays underlying fear, anxiety and tension be evaluated dd an aca or discon- 
a Controls hostility tinuance of drug therapy. 
« Calms hyperactive behavior Adverse Reactions: Drowsiness, cholestatic jaundice, 


agranulocytosis, eosinophilia, leukopenia, hemolytic 
anemia, thrombocytopenic purpura and pancytopenia; 
postural hypotension, tachycardia, fainting, dizziness and, 


Betor e prescribing, see complete prescribing information in occasionally, a shock-like condition; reversal of epinephrine 

SK&F literature or POR. The following is a brief summary. effects; EKG changes have been reported, but relationship 

uen Sim Ne en Ear eee ee 7 to myocardial damage is not confirmed; neuromuscular 
indications | 


(extrapyramidal) reactions; pseudo-parkinsonism, motor 
restlessness, dystonias, persistent tardive dyskinesia, 
hyperreflexia in the newborn; psychotic symptoms, 
catatonic-like states, cerebral edema: convulsive seizures: 
abnormality of the cerebrospinal fluid proteins; urticarial 
reactions and photosensitivity, exfoliative dermatitis, 
contact dermatitis; lactation and breast engorgement (in 
females on large doses), false positive pregnancy tests, 
amenorrhea, gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasa! congestion, constipation, 
adynamic ileus, urinary retention, miosis, mydriasis: after 
prolonged substantial doses, skin pigmentation, epithelia! 
keratopathy, lenticular and corneal deposits and pigmentary 
retinopathy, visual impairment; mild fever (after large 

LM. dosage); hyperpyrexia: increased appetite and weight: 
a systemic lupus erythematosus-like syndrome; peripheral 
edema. 

NOTE: Sudden death in patients taking phenothiazines 
(apparently due to cardiac arrest or asphyxia due to 
Warnings: Avoid using in patients hypersensitive (e.g. failure of cough reflex) has been reported, but no causal 
blood dyscrasia, joundice) to any phenothiazine. Caution relationship has been established. 


patients about activities requiring alertness fe.g., operatin : 

vehicles or machinery) cal during the fies fon nc Supplied : Tablets, 10 mg., 25 mg. 50 mg. 100 mg. and 

therapy. Avoid concomitant use with alcohol. May counter- 200 Hg; m bottles of 100 and Single Unit Packages of 100. 

act antihypertensive effect of guanethidine and related Spansule" capsules, 30 mg., 75 mg. 150 mg., 200 mg. and 

compounds. 300 mg., in bottles of 50 and Single Unit Packages of 100. 
Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; Suppositories, 


Use in pregnancy only when essential. There are reported 25 mg. and 100 mg.; Concentrate, 30 mg./ml. and 100 
instances of jaundice or prolonged extrapyramidal signs in mg./ml " H 


newborn whose mothers had received chlorpromazine. 


| Based on a review of this drug by the National Academy 
| of Sciences — National Research Council and/or other 

| information, FDA has classified the indications as 

| follows: 

| Effective: For the management of manifestations of 

| psychotic disorders. For control of the manifestations of 

| manic-depressive illness {manic phase). 

| Probably effective: For the control of moderate to severe 
| 

1 

| 

| 

i 

i 

| 

| 


agitation, hyperactivity or aggressiveness in disturbed 
children, 

Possibly effective: For control of excessive anxiety, 
tension and agitation as seen in neuroses. 

Final classification of the less-than-effective indications 
requires further investigation. 


| 
| 
| 
| 
| 
| 
| 
i 
| 
| 
| 


Contraindications: Comatose states, presence of large 
amounts of C.N.S. depressants, or bone marrow depression. 





Smith Kline & French Laboratories 
Division of SmithKline Corporation 
$9487, 1958. 1959 SmithKline Corporation Philadelphia, Pa. 19101 
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patients most in need of 
phenothiazines are often 
least able to cope with their 
side effects 


Contraindications: Children urder three years of age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. May impair mental. and/or physical 
abilities required for performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. 


Precautions: Because of cumulative action, continued supervision is advisable. Closely 
observe patients with -endencies to tachycardia or hypotension and those with prostatic 
hypertrophy. Dysuria may occur, but rarely becomes a problem. Large doses may cause 
complaints of weakness and inability tò move particular muscle. groups, requiring dosage 
adjustment. 

Mental confusion and excitement may occur with large doses, or in susceptible patients, 
visual hallucinations reported occasionally. May intensify mental symptoms when used 
to treat extrapyramidal disorders due to CNS drugs, such as reserpine and phenothiazines, 
in patients with mental disorders; in such patients, increased doses of antiparkinsonian 
drugs can precipitate toxic psychosis; observe patients carefully, especially at the be- 
ginning of treatment cr if dosage is increased. Masking action on possible development 
of permanent extrapyramidal symptoms with prolonged phenothiazine therapy has not 
cli investigated. Pa-ients with a poor mental outlook are usually poor candidates 
or therapy. 


May produce anhidrosis; give with caution during hot weather, especially to the old, the 
chronically ilf, the alccholic, taose who have central nervous system disease, those who 
do manual labor in a kot environment, and those. with disturbances in sweating. If anhi- 
drosis. appears, reduce dosage so that ability to maintain body heat equilibrium is not 





. TABLETS: 0. 5meg, 1 mg, and 2mg 
| . INJECTION: 1.0 mg/ml | 
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ext rapyramidal symptoms — : 


In a recent study of; n 1 patients: treated with 
antipsychotics, COGENTIN, administered in 
a double-blind manner in various dosage 


schedules, was found to be highly successful | T 


in relieving phenothiazine-induced extra- 
pyramidal symptoms.’ Patients experienced 
relief of such symptoms as facial and hand 
tremors, muscle weakness, sensations of | 
psychic and motor excitation, and akathisia. 
1. Neu C, Dimascio A, Demirgian E: Antiparkinson medication in the tréatment of 


extrapyramidal side effects: single or multiple daily doses? Curr Ther Res 14:246, . 
May 1972. 


impaired, Occurrence of glaucoma is a possibility; probablj should not be used in angle- ` 


closure glaucoma, 


Large doses generally cannot be tolerated by older’ patients, thin patients, or patients- 
with arteriosclerotic parkinsonism. Do not terminate other antiparkinsonism agents 
abruptly; reduce gradually. In drug-induced parkinsonism, closely observe. patiénts for 
severe reactions, and temporarily discontinue COGENTIN (Benztropine Mesylate, MSD) if 
they appear; do not extend therapy longer than necessary to counteract the extrapyra- 

-midal disorders; although the psychotropic drug frequently can be continued without: 
change of dosage, a decrease might be indicated. 

Adverse Reactions: Adverse reactions may be anticholiner ic and/or antihistaminice. Dry 
mouth, blurred vision, nausea, nervousness may develop. If dry mouth causes difficulty 
in swallowing or speaking, or loss of appetite and weight, reduce dosage, or discontinue 
drug temporarily. Vomiting occurs infrequently and may be controlled by temporary dis- 

continuation, followed by resumption at a lower dosage. Constipation, numbness of the 
fingers, listlessness, and depression may develop. Occasionally, an allergic reaction, e.g., 


ome. 


skin rash, develops; sometimes this can be controlled by reducing dosage, but occasion- pts 


ally requires discontinuation. 


Supplied: Tablets in three strengths: 0. 9 mg and 1 mg benztropine mesylate, in bottles 
of 100, and 2 mg benztropine mesylate, in bottles of 100 and 1000. Injection, containing 
1.0 mg. benztropine mesylate and 9.0 mg sodium chloride per ml, in 2-mi ampuls. l 
For more detailed information, consult your MSD representative or see full prescribing infor 

mation. Merck Sharp & Dohme, Division af Merck & Co., INC., West Point, Pa. 13486 
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Facts bout dosage - | 


schedules of 

COGENTIN 3 E 
(Benztropine Mesylate | MSD) E 
in treating drug-induced: ^ ; 
extrapyramidal symptoms. 


dn treating éxtrapyramidal symp- ` 


toms due to central nervous system 
drugs, such as reserpine and 


:|. - phenothiazines, the recommended 
. dosage of COGENTIN is 1 to 4 mg 


once or twice a day orally or 
parenterally. The tablet form 
should be used when patients are- 
a5le to take oral medication. 


When extrapyramidal symptoms 
develop soon after initiation of 
phenothiazine treatment, they are 
lixely to be transient. One to 2 mg 
COGENTIN orally two or three 
times a day usually provides relief 
within one or two days. After one 
or two weeks, COGENTIN should 
b2 withdrawn to determine the 
continued need for it. If symptoms 
recur, COGENTIN can be 
reinstituted. 


Extrapyramidal symptoms that 


. develop slowly usually are less 


responsive. They may require more 
prolonged treatment with 2 to 
6 mg a day. 


For more detailed information, 
see full prescribing information. 
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for what it does: 


HALDOL (haloperidol) 


acts promptly to control 


psychotic symptoms. 


Many patients with severe agitation, 
mania, hostility and suspiciousness 
show distinct improvement in a 
few days toa week"? —frequently 
within a few hours when the 
intramuscular form is used for rapid 
control of acute psychotic states.** 
HALDOL also helps restore 
responsiveness in withdrawn, 
uncommunicative psychotic 
patients." 


Improves disordered 
ideation and perception. 


HALDOL (haloperidol) has been 
found highly effective in reducing or 
eliminating delusions and 
hallucinations —often even in 
patients refractory to previous drug 
therapy.’'*'’ Several investigators 
have noted the ability of HALDOL 
to exert a subtle reorganizing 
influence on thought patterns and 
to improve a wide range of mental 
functioning."''* Thus as patients 
with conceptual disorders respond 
to HALDOL, their associations 
become more logical and goal- 
directed? $ 


Helps normalize 
aggressive, 
assaultive behavior. 


The special effectiveness of 
HALDOL (haloperidol) in controlling 
disruptive and dangerously 
assaultive psychotic behavior 

has often been observed?*'* 

In one group of criminal psychotics 
resistant to maximal doses of 
phenothiazines, HALDOL 
substantially reduced the number 
of violent assaults'* Moreover, 
these patients remained alert 

and thus more amenable to 
psychotherapeutic measures. 


„for what it doesn't do: 


HALDOL (haloperidol) 
avoids or minimizes 
phenothiazine 
treatment problems. 


HALDOL is one of the few 
non-phenothiazine major 
tranquilizers, belonging instead to a 
completely different chemical class — 
the butyrophenones. 

Haloperidol was introduced to 
clinical use in 1958 and since then, 
intensive study and wide clinical 
experience have shown it to be 
among the safest and most effective 
psychotropic drugs in use today. 


For information relating to Indications, 
Contraindications, Warnings, Precautions and 
Adverse Reactions, please turn page. 





Rarely causes 
hypotension or other 
serious adverse reactions. 


Hypotension is rare and severe 
orthostatic hypotension has not 
been reported — making HALDOL 
(haloperidol) particularly useful in 
elderly patients??? HALDOL is 

also less likely than the 
phenothiazines to cause hepatic 
damage, serious hematologic 
reactions, photosensitivity reactions 
and skin rashes. Ocular damage and 
pigmentation changes have not 
been reported. 

The most frequent side effects of 
HALDOL are extrapyramidal 
symptoms, which when they occur 
are usually dose-related and 
generally readily controlled. 


HALDOL 


Seldom results in 
oversedation. 


Some instances of drowsiness have 
been reported, but marked sedation 
with HALDOL (haloperidol) is 
uncommon. In fact, the decrease in 
physical overactivity brought about 
by HALDOL is often accompanied 
by increased mental alertness; 
patients are apt to take more interest 
in their surroundings and become 
more coherent in their speech? 
HALDOL also produces a sensitivity 
to the environment that allows 
more effective use of the social 
milieu and the therapeutic 
community." 
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HALDOL 
(haloperidol) 


A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing 
dosage v2 mg.. 1 mg.. 2 mg. 5 mg. and 10 mg. 


per cc., and lactic acid for pH adjustment to 
3.40.2. 


Summary of Directions for Use 


Indications: HALDOL (haloperidol) is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's Syndrome. 
Contraindications: HALDOL (haloperido!) is contraindicated in pa- 
tients who are severely depressed, comatose, have CNS depression 
due to alcohol or other centrally-acting depressants, have Parkin- 
son's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALDOL (haloperidol) 
in pregnancy and lactation has not been established; therefore. its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potentia! hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been re- 
ported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
HALDOL orally and/or parenterally showed increased incidence of 
resorption, reduced fertility. delayed delivery, dose-related pup mor- 
tality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal. have followed the 
use of major tranquilizers, including haloperidol. it has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly. ihe 
physician should institute remedial therapy promptly. Aithough not 
reported with HALDOL (haloperidol), decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in pa- 
tients receiving chemically-related drugs. HALDOL may impair the 
mental and/or physica! abilities required for the performance of haz- 
ardous tasks such as operating machinery or driving a motor vehicle. 
The ambulatory patient should be wamed accordingly. The use of 
alcohol should be avoided due to possible additive effects and 
hypotension. 
Precautions: HALDOL (haloperidol) should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders. be- 
cause of the possibility of transient hypotension and/or precipitation 
of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL may block 
its vasopressor activity and paradoxica! further lowering of blood 
pressure may occur. (2)— receiving anticonvulsant medication, be- 
cause HALDOL may lower the convulsive threshold. Adequate an- 
ticonvulsant therapy should be maintained concomitantly. (3) — with 
known allergies, or with a history of allergic reactions to drugs. (4)— 
receiving anticoagulants, since an isolated instance of interference 
occurred with the effects of one anticoagulant (phenindione). 

if concomitant anti-Parkinson medication is required, it may have 
to be continued after haloperidol is discontinued because of the dif- 
ference in excretion rates. If both are discontinued simultaneously. 
extrapyramidal symptoms may occur. Intraocular pressure may 


An undetectable, tasteless Liquid Concen- 
trate for the patient unable or unwilling to 
swallow tablets: 2 mg. per cc. 


A rapid-acting Injection for psychiatric 
emergencies: 5 mg. per cc. with 05 mg. 
methylparaben and 0.05 mg. propyiparaben 
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increase when anticholinergic drugs, including anti-Parkinson 
agents, are administered concomitantly with HALDOL. When 
HALDOL is used to control mania in cyclic disorders there may be a 
rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramida! Reactions —- 
Neuromuscular (extrapyramidal) reactions have been repored 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were miid to moder- 
ately severe and reversibie. Other types of neuromuscular reactions 
(motor restlessness, dystonia. akathisia, hyperreflexia, opisthotonos. 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of anti-Parkinson drugs may be required for contro! of such 
reactions. Persistent extraoyramida! reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk ap- 
pears to be greater in elderly patients on high-dose therapy. espe- 
cially females. The symptoms are persistent and in some patients 
appear irreversible. There is no known effective treatment. All anti- 
psychotic agents should be discontinued. The syndrome may be 
masked by reinstitution of drug, increasing dosage. or switching to a 
different antipsychotic agent. Other CNS Effects—insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression. teth- 
argy. headache, confusion, vertigo. grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then oniy in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities. gynecomastia, impotence, in- 
creased libido. hyperglycemia and hypoglycemia. Gastrointestinal 
Effects: Anorexia, constipation, diarrhea, hypersalivation, dyspep- 
sia. nausea and vomiting. Autonomic Reactions: Dry mouth. blurred 
vision, urinary retention and diaphoresis. Respiratory Effects: 
Laryngospasm, bronchospasm and increased depth of respiration. 
Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectabie form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
HALDOL (haloperidol) is administered or prescribed. 8/74 
References: 1. Rapp. MS. Canad. Psychiat Ass. J. 15:73 (Feb) 1970 
2. Towler, ML. and Wick, P.H. Int. d Neuropsychiatry (suppl. 1) 362 
[Aug 1967. 3. Rubin. R. Ala J. Med Se: 8:414 (Oct) 1971. 4. Palestine, 
M L and Alatorre E> Paper presented before the Amer. Ass. Family Prac- 
titoners, Annual Meeting, N'Y. Sept. 25-28, 1972. 5. Man. PL.. and Chen, 
C H. Psychosomatics 14:59 ( Jan.-Feb.) 1973. 6. Reschke. R.W.: Dis. Nerv. 
Syst. 35:112 (Mar. ) 1974. 7. Crane, G-E Int. J. Neuropsychiatry (suppl. 1) 
3:111£Aug.) 1967. B. Hall. W.B etal: Dis. Nerv. Syst. 29:405 (June) 1968 
9. Tobin. JM etal. Genatrics 25.119 (June) 1970. 10. Skorodin. Bo int d. 
Neuropsychiatry 3:400 (Oct. 1967 11. Hollister L.E . et al. J. Nerv. Ment. 
Dis. 135:544 (Dec ) 1962. 12. Goldstein. B.J. and Clyde, OD. J. Curr Ther 
Res 8236 (May? 1966. 13. Rees. L and Davies. B. Int. J. Neuropsychiatry 
1263 (June) 1965. 14. Ban. TA. and Lehmann, H.E. Int. J Neuropsy- 
chiatry (suppl. 33 3:79 (Aug ) 1967. 15. Yun. B. S. etat. Mich. Med. 67 1349 
(Nov 1968. 16. Gerile. B. Clin. friais J 3:380 (Feb) 1966. 17. Haward. 
LR QC. Clin. Trials J. 2:135 (May) 1965. 18. Darling. H.F. Dis. Nerv. Syst. 
32:310Jan.) 1971.19. Sugerman, A.A. etal: Amer J Psychiatry 120: 1190 
f June} 1964. 
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New APA Task Force Reports 
Behavior Therapy in Psychiatry 


This comprehensive report reviews the historical development of behavior therapy, its efficacy for the treat- 
ment of psychiatric problems, its current forms and uses as well as potential abuses, and its relationship to 
dynamic psychiatry. Approved for publication by the APA Council on Research and Development, the Report 
was prepared by a Task Force comprising Lee Birk, M.D., John Paul Brady, M.D., Alan J. Rosenthal, M.D., 
W. Douglas Skelton, M.D., Joseph B. Stevens, M.D., and Consultants Stephanie B. Stolz, Ph.D., Joseph V. 
Brady, Ph.D., Arnold A. Lazarus, Ph.D., James J. Lynch, Ph.D., and Edwin J. Thomas, Ph.D. 


Report No. 5 75 pages, June 1973 Single copy $3.50 














Patterns of Private Psychiatric Practice 


The Present and Future Importance of Patterns of Private Psychiatric Practice in the 
Delivery of Mental Health Services 


This report marks the first formal statement the Association has ever issued delineating the vital role of its 
pnvate practitioner members in the delivery of mental health services in the U.S. Contains sections on pat- 
terns of private practice, the economics of it, the impact of third party payments on it, its relation to the 
public sector, and an assessment of the overal! contribution of the private sector to the treatment of mental 
illness. Stresses the theme that any national system for the delivery of mental health services must be a 
“balanced mix” of both the private and public sectors, each reinforcing the other. Approved for publication 
by the Council on Mental Health Services, the Report was prepared by a Task Force comprising Drs. Ewald 
Busse, Rogers J. Smith, Reed S. Andrus, Winston Cochran, Albert A. Lorenz, Robert L. Leopold, Louis W. 
Nie, and Consultants Alan |. Levenson, Zigmond M. Lebensohn, Walter E. Barton, and Mr. Robert L. 
Robinson. 


Report No. 6 29 pages, June 1973 Single copy $2.00 







Megavitamin and 
Ürthomolecular Therapy in Psychiatry 


This comprehensive report reviews and evaluates claims for the effectiveness of the megavitamin rationale, 
clinical trials of NA and NAA with criticisms and attempts at replication, early clinical trials and attempts at 
replication, pellagra, schizophrenia and the question of NAD, the diagnosis of schizophrenia, patient selec- 
tion, and specific phase-treatment programs of orthomolecular psychiatrists, quantitative aspects of mega- 
vitamin therapy, incompatibility of Methyl-receptor and NAD positions, and toxicity. Published with the ap- 
proval of the Council on Research and Development, the Report was prepared by a Task Force comprising 
Drs. Morris Lipton, Thomas A. Ban, Francis J. Kane, Jerome Levine, and Consultant Richard Wittenborn, Ph.D. 


Report No. 7 54 pages, June 1973 Single copy $3.00 
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schizophrenic 
patients... 


ABA 


FOUR REASONS FOR READMISSION... 


Missed doses. 






that helps 
them stay out 


Controlled Drug Delivery with 
PROLIXIN® DECANOATE 
(FLUPHENAZINE DECANOATE 
INJECTION) 

Puts control of the schizophrenic in 
your hands with injections 1 to 3 weeks 
apart or longer, with an average 
duration of effect of about 2 weeks 
Controlled drug delivery helps prevent 
disruption of therapy —one of the conr 
monest causes of psychotic relapse. For 
the inpatient it means unimpeded drug 
delivery with improved chances of 
discharge. 
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unimpeded drug delivery ; | 


| 










Stockpiling. 


For the outpatient it means improved 
chances for prolonged remission: “...the 
duration of remission and the incidence 
of relapse are directly related to keeping 
the patient medicated after his return to 
the community." 


Controlled drug delivery helps the 
inpatient out 

e Keeps the patient medicated...helps 
make him more manageable, more com- 
fortable, and more amenable to total 
treatment. With oral medication, on the 
other hand, approximately one out of 
every five patients does not take his med- 
ication, even when administered by the 
nursing staff? 

e Eliminates the problem of missed, lost, 
or hidden doses. Prevents stockpiling. 

e Assures regular medication intake. 

e Lightens responsibilities of the hospital 
staff...simplifies patient management by 
obviating the need for multiple doses. 

* Increases the likelihood of discharge: 
In one study’ of 24 long-term hospital 
patients treated with Prolixin Decanoate 
(Fluphenazine Decanoate Injec- 
tion) every 7 days to 3 weeks: 


CONSIDERED NO 
DISCHARGED DISCHARGEABLE IMPRO )VEMENT 
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Dischargeability “may also have been en- 

hanced because the staff, the patient, 
and the family were assured of an ad- 

equate and regular medication intake”? 


_GOOD REASONS CONTROLLED DRUG DELIVERY 


Misleading advice from family and friends, 


Controlled drug delivery helps keep 

the outpatient out 

* Helps assure continuity of medication 
...makes prolonged remission more 
likely. With oral medication, on the 
other hand, "approximately 50% of all 
discharged psychotic patients fail to take 
even the first dose of their outpatient 
medication." ? 

* Enhances chances for rehabilitation... 
promotes acceptance socially in the 
family, and on the job because of sus- 
stained control of symptomatology. 

e Eases family adjustment by eliminating 
concern about “taking his medicine.” 

* Avoids the potential dangers of stock- 
piling, particularly for the suicidal. 

* Once administered, therapy cannot be 
altered by the patient, by his family, or 
by anyone else. 

* The unique advantages of controlled 
drug delivery apply equally to the pa- 
tient who has never been hospitalized. 


Weakening of psychological defenses 


every tablet reminds him of his problem. 





They are advantages that can help make 
custodial care unnecessary as long as 
treatment continues. 


Controlled drug delivery saves time, 
reduces cost in the hospital, clinic, office 
Saves time in the hospital: 


18 PATIENTS 18 PATIENTS 





i injection | 


| 8a.m. %%4 hr. 
2p.m. 94 hr. every 14 days for | 
6 p.m. 4 hr. | most patients | 













4 minutes 
required for each 
injection (approx.) 






| =214 hrs. 
nursing time 






ža hrs. X 14 days 
a 3114 hrs. 

of nursing time 
every 14 days 


NURSING TIME SAVED IN 14 DAYS: 
30 hours, 20 minutes: 


ett nm 






=i hr. 10 minutes 
nursing time 
in 14 days 
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Saves time in the clinic and in the office: 
Most patients report for their injections 
only once in every two-week period. 


Prolixin Decanoate (Fluphenazine 
Decanoate Injection) also offers the con- 
venience of easy-to-use Unimatic? 
Syringes: Unimatic single-dose pre- 
assembied syringes and Unimatic car- 
tridge-needleunits witha reusable plastic 
holder. Vials of 5 cc. Prolixin Decanoate 
are available for use with dry syringes 
and needles (at least 21 gauge). Use of a 
wet needle may cause the solution to be- 
come cloudy. 





N.B. Extrapyramidal reactions occur fre- 
quently. Most often they are reversible 
and can usually be controlled by admin- 
istration of antiparkinsonian drugs. How- 
ever, in some instances, they are persis- 
tent — particularly in the case of tardive 
dyskinesia (see Adverse Reactions sec- 
tion of Brief Summary). Patients should 
be forewarned and reassured. 
References: 1. Kinross-Wright, V. J.: Cited 
in Med. Tribune, Sept. 13, 1965, pp. 1, 27. 
2. Goldberg. H. L., DiMascio, A. and Chaud- 
hary, B.: Psychosomatics 11:173, May-June 
1970. 3. Keskiner, A. et al: Arch. Gen. Psy- 
chiatry 18:477, Apr. 1968. 4. Platt, R: Br. J. 
Social Psychiatry 2:187, 1968. 


Controlled Drug Delivery 


FROLIXIN DECANO 





(FLUPHENAZINE DECANOATE INJECTION) 


For product Brief Summary, see following page. 
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Controlled Drug Delivery 


in schizophrenia with 


PROLIXIN. DECAN OAIE 


(FLUPHENAZINE DECANOATE INJECTION) 


. BRIEF SUMMARY 

: Prolixin Decanoate (Fluphenazine Decano- 
ate Injection) provides 25 mg. fluphenazine 
decanoate per cc. in a sesame oil vehicle with 

| 1.2% (w/v) benzyl alcohol as a preservative. 


_ CONTRAINDICATIONS: In presence of 
| suspected or established subcortical brain 
; damage. In patients who have a blood dyscra- 
| sia, liver damage or renal insufficiency, or 
. who are receiving large doses of hypnotics, 
. or who are comatose or severely depressed. 
In patients who have shown hypersensitivity 
to fluphenazine; cross-sensitivity to pheno- 
thiazine derivatives may occur. 
Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities 
required for driving a car or operating heavy 
machinery may be impaired by use of this 
drug. Physicians should be alert to the pos- 
sibility that severe adverse reactions may 
occur which require immediate medical at- 
tention. Potentiation of effects of alcohol 
may occur. Safety for use during pregnancy 
has not been established; weigh possible haz- 
ards against potential benefits if adminis- 
tered during pregnancy. Safety and efficacy 
in children have not been established be- 
cause of inadequate experience in use in 
children. 


PRECAUTIONS: Caution must be exercised 
if another phenothiazine compound caused 
cholestatic jaundice, dermatoses or other 
allergic reactions because of the possibility 
of cross-sensitivity. When psychotic patients 
on large doses of a phenothiazine drug are 
to undergo surgery, hypotensive phenomena 
should be watched for; less anesthetics or 
central nervous system depressants may be 
required. Because of added anticholinergic 
effects, fluphenazine may potentiate the 
effects of atropine. 

Use fluphenazine decanoate cautiously in 
patients exposed to extreme heat or phos- 
phorus insecticides; in patients with ulcer 
disease history since aggravation of peptic 
ulcer has occurred; in patients with history 
of convulsive disorders since grand mal con- 
vulsions have occurred; and in patients with 
special medical disorders such as mitral in- 
sufficiency or other cardiovascular diseases, 
and pheochromocytoma. Bear in mind that 
with prolonged therapy there is the possibil- 
ity of liver damage, pigmentary retinopathy, 
lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

Fluphenazine decanoate should be admin- 
istered under the direction of a physician 
experienced in the clinical use of psycho- 
tropic drugs. Periodic checking of hepatic 
and renal functions and blood picture should 
be done. Renal function of patients on long- 
term therapy should be monitored; if BUN 
becomes abnormal, treatment should be dis- 
continued. “Silent pneumonias” are possible. 


ADVERSE REACTIONS: Central Nervous 
System—Extrapyramidal symptoms are most 
frequently reported. These include pseudo- 
parkinsonism, dystonia, dyskinesia, akathisia, 
oculogyric crises, opisthotonos, and hyper- 
reflexia; most often these are reversible, but 
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they may be persistent. One can expect a 
higher incidence of such reactions with flu- 
phenazine decanoate than with less potent 
piperazine derivatives or straight-chain phe- 
nothiazines. The incidence and severity will 
depend more on individual patient sensitiv- 
ity, but dosage level and patient age are 
also determinants. As these reactions may 
be alarming, the patient should be fore- 
warned and reassured. These reactions can 
usually be controlled by administration of 
antiparkinsonian drugs such as benztropine 
mesylate or intravenous Caffeine and Sodi- 
um Benzoate Injection U.S.P, and by sub- 
sequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all 
antipsychotic agents, persistent and some- 
times irreversible tardive dyskinesia may 
appear in some patients on long-term ther- 
apy or may occur after discontinuation of 
drug. The risk seems greater in elderly 
patients, especially females, on high dosages. 
The syndrome is characterized by rhythmi- 
cal involuntary movements of tongue, face, 
mouth, or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chew- 
ing movements) and may be accompanied 
by involuntary movements of extremities. 
There is no known effective therapy for 
tardive dyskinesia; usually the symptoms are 
not alleviated by antiparkinsonism agents. If 
the symptoms appear, discontinuation of all 
antipsychotic agents is suggested. The syn- 
drome may be masked if treatment is rein- 
stituted, or drug dosage increased, or a 
different antipsychotic agent used. Reports 
are that fine vermicular movements of the 
tongue may be an early sign of the syndrome 
which may not develop if medication is 
stopped at that time. 

Phenothiazine derivatives have been 
known to cause restlessness, excitement, or 
bizarre dreams and reactivation or aggrava- 
tion of psychotic processes may be encoun- 
tered. If drowsiness or lethargy occur, the 
dosage may have to be reduced. Dosages, 
far in excess of the recommended amounts, 
may induce a catatonic-like state. 

Autonomic Nervous System — Hyperten- 
sion and fluctuations in blood pressure have 
been reported. Although hypotension is rare- 
ly a problem, patients with pheochromocy- 
toma, cerebral vascular or renal insufficiency 
Or severe cardiac reserve deficiency such as 
mitral insufficiency appear to be particularly 
prone to this reaction and should be ob- 
served carefully. Supportive measures includ- 
ing intravenous vasopressor drugs should 
be instituted immediately should severe hy- 
potension occur; Levarterenol Bitartrate In- 
jection U.S.P is the most suitable drug; 
epinephrine should not be used since pheno- 
thiazine derivatives have been found to re- 
verse its action. Nausea, loss of appetite, 
salivation, polyuria, perspiration, dry mouth, 
headache and constipation may occur. Re- 
ducing or temporarily discontinuing the dos- 
age will usually control these effects. Blurred 
vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or 
nasal congestion have occurred in some pa- 


tients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, 
peripheral edema, abnormal lactation, gyneco- 
mastia, menstrual irregularities, false results 
on pregnancy tests, impotency in men and 
increased libido in women have occurred 
in some patients on phenothiazine therapy. 

Allergic Reactions—Itching, erythema, urti- 
caria, seborrhea, photosensitivity, eczema 
and exfoliative dermatitis have been reported 
with phenothiazines. The possibility of ana- 
phylactoid reactions should be borne in mind. 

Hematologic—Blood dyscrasias including 
leukopenia, agranulocytosis, thrombocyto- 
penic or nonthrombocytopenic purpura, 
eosinophilia, and pancytopenia have been 
observed with phenothiazines. If soreness of 
the mouth, gums or throat or any symptoms 
of upper respiratory infection occur and con- 
firmatory leukocyte count indicates cellular 
depression, therapy should be discontinued 
and other appropriate measures instituted 
immediately. 

Hepatic—Liver damage manifested by cho- 
lestatic jaundice, particularly during the first 
months of therapy, may occur; treatment 
should be discontinued. A cephalin floccula- 
tion increase, sometimes accompanied by 
alterations in other liver function tests, has 
been reported in patients who have had no 
clinical evidence of liver damage. 

Others—Sudden deaths have been reported 
in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be 
predisposing factors. High doses should be 
avoided in known seizure patients. Shortly 
before death, several patients showed flare- 
ups of psychotic behavior patterns. Autopsy 
findings have usually revealed acute fulmi- 
nating pneumonia or pneumonitis, aspiration 
of gastric contents, or intramyocardial le- 
sions. Although not a general feature of flu- 
phenazine, potentiation of central nervous 
system depressants such as opiates, analge- 
sics, antihistamines, barbiturates, and alco- 
hol may occur. 

Systemic lupus erythematosus-like syn- 
drome, hypotension severe enough to cause 
fatal cardiac arrest, altered electrocardio- 
graphic and electroencephalographic tracings, 
altered cerebrospinal fluid proteins, cerebral 
edema, asthma, laryngeal edema, and angio- 
neurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal 
opacities have occurred with phenothiazines. 
Local tissue reactions occur only rarely with 
injections of fluphenazine decanoate. 

For full prescribing information, consult 
package insert. 


HOW SUPPLIED: 1 cc. Unimatic® single 
dose preassembled syringes and cartridge- 
needle units, and 5 cc. vials. 
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Before prescribing or administering, see Sandoz 
Help them literature for full product information. The fol- 
lowing is a brief summary. 


take 2dvanta e Contraindications: Severe central nervous 
system depression, comatose states from 
- any cause, hypertensive or hypotensive heart 

of sunshine days disease of extreme degree. 


Warnings: Administer cautiously to patients 


The sun's out... and so are your patients on long-term who have previously exhibited a hypersensitivity a 
therapy with Mellaril. Because photosensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
reactions are extremely rare with this phenothiazine, MEM cape m ponunt d cds de 
r, atients on Mellaril seldom em epressan S (e.g., anes e ICS, opia es, a co 0l, etc.) as we 
ian in nde saldo ad protective clothing : as atropine and phosphorus insecticides. During pregnancy, ad- 


minister only when the potential benefits exceed the possible 
risks to mother and fetus. 


Precautions: There have been infrequent reports of leukopenia 
and/or agranulocytosis and convulsive seizures. In epileptic pa- 
tients, anticonvulsant medication should also be maintained. Pig- 


O ® 
mentary retinopathy may be avoided by remaining within the rec- 
ommended limits of dosage. Administer cautiously to patients par- 
ticipating in activities requiring complete mental alertness (e.g., 
driving), and increase dosage gradually. Orthostatic hypotension 
o O O . is more common in females than in males. Do not use epinephrine 
hni | im in treating drug-induced hypotension since phenothiazines may 
_ induce a reversed epinephrine effect on occasion. Daily doses in 
TABLETS: 50 mg, 100 mg, 150 mg, and «p. excess of 300 mg. should be used only in severe neuropsychiatric 
200 mg thioridazine HCl, U.S.P. . . conditions. 


Qv | Adverse Reactions: Central Nervous System—Drowsiness, espe- 
Fffective antipsychotic activity X CU. y cially with large doses, early in treatment; infrequently, pseudo- 
3 : > à : ^ : 

with rare photosensitivity AW 


or sun-screening agents when they go out. And nurses 
needn't spend so much time making sure that patients 
with ground privileges are protected from the sun. 


i a 











«| | fusion, hyperactivity, lethargy, psychotic reactions, restlessness, 
|, and headache. Autonomic Nervous System —Dryness of mouth, 
3 blurred vision, constipation, nausea, vomiting, diarrhea, nasal 
| stuffiness, and pallor. Endocrine System—Galactorrhea, breast 
_ 4 M engorgement, amenorrhea, inhibition of ejaculation, and periph- 
X AI eral edema. Skin—Dermatitis and skin eruptions of the urticarial 
€ type, photosensitivity. Cardiovascular System—ECG changes (see 
* Cardiovascular Effects below). Other—A single case described as 
parotia swelling. 
. The following reactions have occurred with phenothiazines and 
should be considered: Autonomic Reactions—Miosis, obstipation, 
' anorexia, paralytic ileus. Cutaneous Reactions—Erythema, exfolia- 
tive dermatitis, contact dermatitis. B/ood Dyscrasias—Agranulocy- 
tosis, leukopenia, eosinophilia, thrombocytopenia, anemia, aplas- 
tic anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, 
biliary stasis. Cardiovascular Effects—Changes in terminal portion 
of electrocardiogram, including prolongation of Q-T interval, 
| lowering and inversion of T-wave, and appearance of a wave 
| ¢ tentatively identified as a bifid T or a U wave have been observed 
with phenothiazines, including Mellaril (thioridazine); these ap- 
pear to be reversible and due to altered repolarization, not myo- 
cardial damage. While there is no evidence of a causal relation- 
P ship between these changes and significant disturbance of 
cardiac rhythm, several sudden and unexpected deaths apparently 
| due to cardiac arrest have occurred in patients showing char- 
acteristic electrocardiographic changes while taking the drug. 
While proposed, periodic electrocardiograms are not regarded 
as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms —Akathisia, agitation, motor restless- 
ness, dystonic reactions, trismus, torticollis, opisthotonus, ocu- 
logyric crises, tremor, muscular rigidity, and akinesia. Pers/stent 
Tardive Dyskinesia—Persistent and sometimes irreversible tard- 
ive dyskinesia, characterized by rhythmical involuntary move- 
ments of the tongue, face, mouth, or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, chewing move- 
ments) and sometimes of extremities may occur on long-term 
therapy or after discontinuation of therapy, the risk being 
| greater in elderly patients on high-dose therapy, especially 
= females; if symptoms appear, discontinue all antipsychotic 
= agents. Syndrome may be masked if treatment is reinstituted, 
| dosage is increased, or antipsychotic agent is switched. Fine 
; poe Sa, er s ermicular movements of tongue may be an early sign, and syn- 
— OR i =. drome may not develop if medication is stopped at that time. 
— Q MENGE ai ornini E Endocrine Disturbances—Menstrual irregularities, altered libido, 
E gynecomastia, lactation, weight gain, edema, false positive preg- 
€ nancy tests. Urinary Disturbances—Retention, incontinence. 
m Others—Hyperpyrexia; behavioral effects suggestive of a para- 
E  doxical reaction, including excitement, bizarre dreams, aggrava- 
@ tion of psychoses, and toxic confusional states; following 
© long-term treatment, a peculiar skin-eye syndrome marked by 
E =) progressive pigmentation of skin or conjunctiva and/or 
E accompanied by discoloration of exposed sclera and 
SEN cornea; stellate or irregular opacities of anterior 
lens and cornea; systemic lupus erythematosus-like 
yndrome. 74.4333 SANDOZ 
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^ parkinsonism and other extrapyramidal symptoms; nocturnal con- 





VALIUM 


diazepam) 


IN THE CONTEXT OF 
SUPPORTIVE 
PSYCHOTHERAPY 













At times, psychic 
tension can incapacitate the 
patient 

- When the psychiatric 
patient's self-esteem and inner 
security are threatened, psychic : 
tension can become incapacitat- — . Ke " 
ing. Unable to handle stressful = 4 í 
situations, the patient may  ' ei "i 


feel out of control and tension | ' 


may prevent a calm and logical \ ` 
approach to problems. 





The use of supportive 
psychotherapy with adjunctive 
- Valium (diazepam) 


Supportive psychotherapy 


provides reassurance and seeks to 
rcinforce the patient's defenses. 
Sympathetic recognition of the 
patie nts problem and realistic 

- reaSsuFance are used by the physi- 




















tional support for the patient 
ay with whom he shares the difficul- 


In the course of this treat- 
ment, Valium (diazepam) can 
often be a useful psychotherapeu- 
tic adjunct to help relieve exces- 
sive levels of tension and anxiety, 
as well as to counteract the psy- 
chophysiologic effects of anxiety 
that may be quite devastating. 
The patient may suffer anxiety- 
related symptoms affecting any 
organ system, including skin, 
musculoskeletal, respiratory, car- 
diovascular, gastrointestinal and 
genitourinary. Valium can also 
help reduce these symptoms and 
their impact on the patient’s abil- 
ity to function. 


Valium (diazepam) may 
not have the major role, but it 
can have an important one 

When used to relieve ex- 
cessive anxiety and tension dur- 
ing supportive psychotherapy, 
Valium offers several distinct ad- 


B vantages. The patient usually 


Please see following page for a summary of product information. 


starts to benefit as early as the first 
day of therapy, and significant 
improvement is usually evident 
within the first few days, although 
some patients may require a longer 
period. Valium (diazepam) is pro- 
vided in three dosage strengths, 

so you can precisely and easily 
control the medication to suit 
your patient’s needs. If the patient 
remains symptomatic at bedtime, 
an h.s. dose added to a b.i.d. or 
t.i.d. regimen is often very effec- 
tive. Valium is generally well 
tolerated and in recommended 
dosages rarely produces signifi- 
cant adverse reactions. As with 
most CNS-acting agents, patients 
taking Valium should be cautioned 
against driving or operating dan- 
gerous machinery. 


Before prescribing, consult 
complete product information. 


VALIUM 
diazepam) 
2-mg, 5-mg, 10-mg tablets 





supportive psychotherapy, 
helps reduce psychic tension 


Before prescribing, please consult complete 


product information, a summary of which follows: 


indications: Tension and anxiety states; somatic 
complaints which are concomitants of 
emotional factors; psychoneurotic states 
manifested by tension, anxiety, apprehension, 
fatigue, depressive symptoms or agitation; 
symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute 
alcohol withdrawal; adjunctively in skeletal 
muscle spasm due to reflex spasm to local 
pathology, spasticity caused by upper motor 
neuron disorders, athetosis, stiff-man 
syndrome, convulsive disorders (not for sole 
therapy). 

Contraindicated: Known hypersensitivity to the 
drug. Children under 6 months of age. Acute 
narrow angle glaucoma; may be used in 
patients with open angle glaucoma who are 
receiving appropriate therapy. 

Warnings: Not of value in psychotic patients. 
Caution against hazardous occupations 
requiring complete mental alertness. When 
used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or 
severity of grand mal seizures may require 
increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be 
associated with temporary increase in 
frequency and/or severity of seizures. Advise 
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and anxiety. 


against simultaneous ingestion of alcohol and 
other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) 
have occurred following abrupt discontinuance 
(convulsions, tremor, abdominal and muscle 
cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful 
surveillance because of their predisposition to 
habituation and dependence. In pregnancy, 
lactation or women of childbearing age, weigh 
potential benefit against possible hazard. 


Precautions: |f combined with other 
psychotropics or anticonvulsants, consider 
carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, 
barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. 
Usual precautions indicated in patients severely 
depressed, or with latent depression, or with 
suicidal tendencies. Observe usual precautions 
in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly 
and debilitated to preclude ataxia or 
oversedation. 


Side Effects: Drowsiness, confusion, diplopia, 
hypotension, changes in libido, nausea, fatigue, 
depression, dysarthria, jaundice, skin rash, 
ataxia, constipation, headache, incontinence, 
changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. 


Paradoxical reactions such as acute 
hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage, 
sleep disturbances, stimulation have been 
reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; 
periodic blood counts and liver function tests 
advisable during long-term therapy. 

Dosage: Individualize for maximum beneficial 
effect. Adults: Tension, anxiety and 
psychoneurotic states, 2 to 10 mg b.i.d. toq.i.d.; 
alcoholism, 10 mg t.i.d. or q.i.d. in first 24 
hours, then 5 mg t.i.d. or q.i.d. as needed; 
adjunctively in skeletal muscle spasm, 2 to 

10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or 
debilitated patients: 2 to 2¥2 mg, 1 or 2 times 
daily initially, increasing as needed and 
tolerated. (See Precautions.) Children: 1 to 

242 mg t.i.d. or q.i.d. initially, increasing as 
needed and tolerated (not for use under 6 
months). 

Supplied: Valium® (diazepam) Tablets, 2 mg, 
5 mg and 10 mg; bottles of 100 and 500. All 
strengths also available in Tel-E-Dose® 
packages of 100. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 
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BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 





FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 


OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 


DONALD H. GENT, M.D., Chief, Adolescent 
Program 


Miss M. M. KENNEDY, R-N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 

coma therapy. Pharmaco therapy. Individual and Group 

psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 


For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


This notification will change your 
address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Manpower 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Publications Services Division 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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Contraindications: The only 
known contraindication is sensi- 
tivity to Akineton hydrochloride. 


Warnings: Isolated instances of 
mental confusion, euphoria, agita- 
tion and disturbed behavior have 
been reported in susceptible 
patients. 


Precautions: Caution should be 
observed in patients with manifest 
glaucoma, though no prohibitive 
rise in intraocular pressure has 
been noted following either oral 
or parenteral administration. Pa- 
tients with prostatism or cardiac 
arrhythmia should be given this 
drug with caution. Occasionally, 
drowsiness may occur. 

Adverse reactions: Adverse re- 
actions encountered are primarily 
dry mouth and blurred vision. 
These side effects are usually 
slight and can be overcome by 
judicious reduction of dosage. If 
gastric irritation occurs, it can be 
avoided by administering during 
or after meals. 


Dosage and Administration: 
Doses required to achieve the 
therapeutic goal are variable and 
must be individually and grad- 
ually adjusted. 


Patkinson’s disease: 1 tablet, 
2 mg. three or four times daily. 


Drug-induced extrapyramidal dis- 
orders: 1 tablet, 2 mg. one to three 
times daily. 
How Supplied: 
Akineton hydrochloride tablets, 
2 mg. each, bisected — bottles 
of 100 and 1000. 


Akineton lactate ampules, 1 ml. 
each containing 5 mg./ml. in 
an aqueous 1.4 percent so- 
dium lactate solution. No 
irm preservative. Boxes of 
10. 


Knoll Pharmaceutical Company 
Whippany, New Jersey 07981 
® ‘Toronto, Canada 





When drug-induced extra- 
yramidal symptoms begin, 
start Akineton” Tablets. 
Akineton can provide early 
control of extrapyramidal 
reactions, often without 
reduction in dosage or 
discontinuance of the 
psychotropic agent. 

The efficacy of Akineton, 
usually at low daily dosages, 
has been demonstrated in 
more than a decade of clinical 
experience. With Akineton, 
anticholinergic side effects are 
minimal, 
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ONLY WHEN MEDICATION IS INDICATED 


Ritalin 


(methylphenidate 
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— Ritalin...of proven value when used as 


part of a complete therapeutic and remedial 


MBD program 
More than a decade of clinical experience 
shows that Ritalin helps improve ratings of 


behavior, attentiveness, performance IQ, motor 


control, and speech productivity in children 
with Minimal Brain Dysfunction (MBD).^ 
Currently a drug of choice in many MBD 
situations, Ritalin can play an important part 
in the total rehabilitation program of the 
MBD child. And proper management is essen- 
tial to the overall (educational, social, and emo- 
tional) development of the child's potential. 
Dosage should be periodically inter- 
rupted in the presence of improved motor 
coordination and behavior. Often, these inter- 


- ruptions reveal that the child's behavior 


shows some "stabilization" 
even without chemotherapy, ,1! 
permitting a reduction in 1 
dosage and eventual discon- 
tinuance of drug therapy. 

Of course, Ritalin is not 
indicated for childhood per- 
sonality and behavioral dis- 
orders not associated with 
MBD. 
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Ritalin® hydrochloride Œ 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children—as adjunctive therapy to 
other remedial measures (psychological, educational, social) 

Special Diagnostic Considerations 
Specific etiology of Minimal Brain Dysfunction (MBD) is unknown, 
and there is no single diagnostic test, Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, 
and social resources. 

Characteristics commonly reported include: chronic history of short 
attention span, distractibility, emotional lability, impulsivity, and 
moderate to severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be impaired. The diagnosis 
of MBD must be based upon a complete history and evaluation of 
the child and not solely on the presence of one or more of these 
characteristics, 

Drug treatment is not indicated for ail children with MBD. Stimulants 
are not intended for use in the child who exhibits symptoms second- 
ary to environmental factors and/or primary psychiatric disorders, 
inciuding psychosis. Appropriate educational placement is essential 
and psychosocial intervention is generally necessary, When remedial 
measures alone are insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's assessment of the 
chronicity and severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin may aggravate 
these symptoms. Also contraindicated in patients known to be 
hypersensitive to the drug and in patients with glaucoma. 
WARNINGS 

Ritalin should not be used in children under six years, since safety 
and efficacy in this age group have not been established. 

Sufficient data on safety and efficacy of long-term use of Ritalin in 
children with minimal brain dysfunction are not yet available. 
Although a causal relationship has not been established, suppression 
of growth (e, weight gain and/or height) has been reported with 
long-term use of stimulants in children, Therefore, children requiring 
long-term therapy should be carefully monitored. 

Ritalin should not be used for severe depression of either exogenous 
or endogenous origin or for the prevention of normal fatigue states. 


Ritalin may lower the convulsive threshold in patients with or with- 


out prior seizures; with or without prior EEG abnormalities, even in 
absence of seizures. Safe concomitant use of anticonvulsants and 
Ritalin has not been estabiished. If seizures occur, Ritalin shouid be 
discontinued. 

Use cautiously in patients with hypertension. Blood pressure should 
be monitored at appropriate intervals in all patients taking Ritalin, 
especially those with hypertension. 

Drug Interactions , . 

Ritalin may decrease the hypotensive effect of guanethidine. Use 
cautiously with pressor agents and MAO inhibitors. Ritalin may 
inhibit the metabolism of coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenyihydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be required when given 
concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to establish safe use of 
Ritalin during pregnancy have not been conducted. Therefore, until 
more information is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of the physician, 
the potentia! benefits outweigh the possible risks. 



















Drug Dependence 
Ritalin should be given cautiously to emotionally unstable 
patients, such as those with a history of drug dependence or _ 
alcoholism, because such patients may increase dosage on their 
own initiative. 

Chronically abusive use can lead to marked tolerance and | 
psychic dependence with varying degrees of abnormal behavior. 
Frank psychotic episodes can occur, especially with parenteral 
abuse. Careful supervision is required during drug withdrawai, 
since severe depression as well as the effects of cnronic over- 
activity can be unmasked. Long-term follow-up may be required 
because of the patient's basic personality disturbances. 
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PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts 

are advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by 
reducing dosage and omitting the drug in the 
afternoon or evening. Other reactions include: 
hypersensitivity (including skin rash, urticaria, 
fever, arthralgia, exfoliative dermatitis, erythema 
multiforme with histopathological findings of 
necrotizing vasculitis, and thrombocytopenic 
purpura); anorexia; nausea; dizziness; palpita- 
tions; headache; dyskinesia; drowsiness; blood 
pressure and pulse changes, both up and down; 
tachycardia; angina; cardiac arrhythmia; abdom- 
inal pain; weight loss during prolonged therapy. 
Toxic psychosis has been repo Although a 
definite causal relationship has not been estab- 

. lished, the following have been reported in 
patients taking this drug: ieukopenia and/or anemia; a few instances 
of scalp hair loss. 

in children, loss of appetite, abdominal pain, weight loss during 
proionged therapy, insomnia, and tachycardia may occur more 
frequentiy; however, any of the other adverse reactions listed above 
may aiso occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years and over) 

Start with small doses (eg, 5 mg before breakfast and lunch) with 
gradual increments of 5 to 10 mg weekly. Daily dosage above 60 mg 
Is not recommended. If improvement is not observed after appro- 
priate dosage adjustment over a one-month period, the drug should 
be discontinued. 

If paradoxical aggravation of symptoms or other adverse effects 
occur, reduce dosage, or, if necessary, discontinue the drug. 
Ritalin should be periodically discontinued to assess the child's 
condition. improvement may be sustained when the drug is either 
temporarity or permanentiy discontinued. 

Drug treatment should not and need not be indefinite and usually 
may be discontinued after puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 1000. 

Tablets, 10 mg (pale green, scored); bottles of 100, 500, 1000 and 
Accu-pak blister units of 100. 

Tablets, 5 mg (pale yellow); bottles of 100, 500, and 1000. 


ARES 


Consult complete product literature before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 244854 17 
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(Not long ago, she couldn't stop sobbing) 


Before he sees that first positive response — 
however hesitant and tentative —the 
physician may have to bring into play many 
different aspects of therapy. Establishing a 
therapeutic relationship may be the first 
diffieulty as well as the first necessity. 
Psychotherapy, family and community 
support, occupational and social counseling, 
and drug therapy may all have to be enlisted. 
The characteristically rapid energizing action 
of VIVACTIL may help establish early 
therapeutic rapport by lessening the 
patient's lethargy —often during the first 
week of medication. VIVACTIL helps elevate 


mood, usually within the third or fourth week 
of treatment. 


Characteristically, the drug has no sedating 
or tranquilizing properties. (Symptoms such 


Dosage of VIVACTIL must be individualized, 
and patients should be under close medical 
supervision. For many adult patients with 
clinically significant depression, 10 mg t.i.d. 
may provide control of symptoms. Others 
may require as little as 15 mg or as much as - 
60 mg a day. In elderly patients and adoles- 
cents, lower dosages are recommended. 


In clinically significant depression, 


TABLETS, 5 mg and 10 mg 


Vivactil 


(Protriptyline HCl | MSD) 
helps establish early 


therapeutic rapport 





Contraindications: Known hypersensitivity; acute recovery phase following myocardial 
nfarction. Should not be given concomitantly with an MAOI; hyperpyretic crises, severe 
convulsions, and deaths have occurred in patients receiving tricyclic antidepressant and 
MAOI drugs simultaneously. When it is desired to substitute protriptyline HCI for an MAOI, 
a minimum of 14 days should be allowed to elapse after the latter is discontinued. Pro- 
triptyline HCI should then be initiated cautiously with gradual increase in dosage until 
optimum response is achieved. 
< Warnings: May block the antihypertensive effect of guanethidine or similarly acting com- 
pounds. Mayimpair mental and/or physical abilities required for the performance of hazard- 
ous tasks, such as operating machinery or driving a motor vehicle. Should be used with 
caution in patients with a history of seizures and, because of its autonomic activity, in 
patients with a tendency to urinary retention or increased intraocular tension. 
Tachycardia and postural hypotension may occur more frequently than with other anti- 
depressant drugs. Should be used with caution in elderly patients and patients with cardio- 
vascular disorders: such patients should be observed closely because of the tendency of 
the drug to produce tachycardia, hypotension, arrhythmias, and prolongation of the con- 
duction time. Myocardial infarction and stroke have occurred with drugs of this class. 
On rare occasions, hyperthyroid patients or those receiving thyroid medication 
may develop arrhythmias when this drug is given. 
Usage in Children: Not recommended for use in children because safety and effectiveness 
in the pediatric age group have not been established. 
Usage in Pregnancy: Safe use in pregnancy and lactation has not been established; therefore, 
use in pregnant women, nursing mothers, or women who may become pregnant requires 
that possible benefits be weighed against possible hazards to mother and child. 
Precautions: When protriptyline HCI is used to treat the depressive component of schizo- 
phrenia, psychotic symptoms may be aggravated: likewise, in manic-depressive psychosis, 
depressed patients may experience a shift toward the manic phase; paranoid delusions, 
with or without associated hostility, may be exaggerated. In any of these circumstances, it 
may be advisable to reduce the dose of protriptyline HCl or to use a major tranquilizing drug 
concurrently. Symptoms, such as anxiety or agitation, may be aggravated in overactive 
or agitated patients. 
When given with anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of dosages are 
required. May enhance response to alcohol and effects of barbiturates and other CNS 
depressants. Possibility of suicide in depressed patients remains during treatment and 
until significant remission occurs: this type of patient should not have easy access to 
large quantities of the drug. Concurrent administration with electroshock therapy may 
increase hazards of therapy: such treatment should be limited to patients for whom it is 
essential. Discontinue drug several days before elective surgery, if possible. Both elevation 
and lowering of blood sugar levels have been reported. 
Adverse Reactions: Nore: Included in this listing are a few adverse reactions which have 
not been reported with this specific drug. However, the pharmacologic similarities among 
the tricyclic antidepressant drugs require that each of the reactions be considered when 
protriptyline HCI is administered. Protriptyline HCI is more likely to aggravate agitation 
and anxiety and produce cardiovascular reactions such as tachycardia and hypotension. 
Cardiovascular: hypotension, hypertension, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. 
Psychiatric: confusional states (especially in the elderly) with hallucinations, disorienta- 
tion, delusions, anxiety, restlessness, agitation; insomnia, panic, and night- 
mares; hypomania; exacerbation of psychosis. 
Neurological: numbness, tingling, and paresthesias of extremities; incoordination, ataxia, 
tremors, peripheral neuropathy; extrapyramidal symptoms; seizures: alteration in EEG 
patterns, tinnitus. 
Anticholinergic: dry mouth and rarely associated sublingual adenitis; blurred vision, distur- 
bance of accommodation, mydriasis; constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosensitization (avoid excessive ex- 
posure to sunlight), edema (general, or of face and tongue), drug fever. 
Hematologic: bone marrow depression; agranulocytosis; leukopenia: eosinophilia: purpura: 
thrombocytopenia. 
Gastrointestinal nausea and vomiting, anorexia, epigastric distress, diarrhea, peculiar taste, 
stomatitis, abdominal cramps, black tongue. 
Endocrine: gynecomastia in the male; breast enlargement and galactorrhea in the female; 
increased or decreased libido, impotence; testicular swelling; elevation or depression of 
blood sugar levels. 
Üther: jaundice (simulating obstructive); altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, nocturia; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 
Withdrawal Symptoms: though not indicative of addiction, abrupt cessation of treatment after 
prolonged therapy may produce nausea, headache, and malaise. 
Overdosage: Treatment is symptomatic and supportive. However, the intravenous adminis- 
tration of 1 to 3 mg physostigmine salicylate has been reported to reverse the symptoms of 
amitriptyline poisoning in humans. Animal studies have shown that physostigmine also reverses 
certain toxic effects of protriptyline, but to a lesser extent. 
How Supplied: Tablets, containing 5 mg and 10 mg protriptyline HCl each, in single-unit 
packages of 100 and bottles of 100 and 1000. 

Für mote detailed information, consult your MSD representative or see full prescribing information. 
^. „Merck Sharp & Dohme, Division of Merck & Co., ic., West Point, Pa. 19486. 





5 mg (orange) 
10 mg (yellow) 


The usual regimen for adults is 
15 to 40 mg a day divided into 
three or four doses. Dosage may 
be increased to 60 mg a day if 
necessary. 


In elderly and adolescent 
patients, lower dosages are 
recommended; initially, a 
regimen of 5 mg t.i.d. is sug- 
gested with adjustment as 
necessary to the required 
amount. In elderly patients, the 
cardiovascular system must be 
monitored closely when the 
daily dose exceeds 20 mg. 


Because VIVACTIL (Protriptyline 
HCI, MSD) characteristically is 
a nonsedating tricyclic anti- 
depressant, activating and ener- 
gizing in effect, the last dose of 
the day should be given no later 
than mid-afternoon to avoid 
insomnia. Required increases 
should be added to the morn- 
ing dose. 


When necessary to increase 
dosage, it should be done 
gradually. After satisfactory 
improvement has been achieved, 
dosage should be reduced to the 
smallest amount that will main- 
tain relief of symptoms. Main- 
tenance therapy should be 
continued for at least three 
months after satisfactory 
improvement occurs. 


(Usage in Children: In view of 
the lack of experience in chil- 
dren, this drug is not recom- 
mended for patients under 12 
years of age.) 
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